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ABNORMALITIES OF 


MEYER 


Although the study of the diseases of the skin 
Negroes constitutes a most interesting 
yecialty, this particular branch of dermatology 
as been largely neglected. The skin of persons 
ithe Negro race differs from that of members of 
the white race not only in structure and physi- 
logy but in its reaction to trauma and infection. 
In the present article it is my intention to deal 
ith only one phase of cutaneous disease in 
Negroes, namely abnormalities of pigmentation. 
or a better understanding of the latter, however, 
twill be necessary to consider briefly the his- 
wry of the black race in the United States. In 
aidition, certain personal experiences will be 
reported. These comprise a study of the inci- 
ence of mongolian blue spots in infants, together 
vith the identification from pigmentation of 
hite and Negro infants. Also, the collected 
iterature on the abnormalities of pigmentation in 
Negroes will be reviewed. 


HISTORY OF THE NEGRO 


The American Negro, according to Lewis.’ 
constitutes an alien element in the population of 
the United States, which has adapted itself in a 
most remarkable way to the climate and civiliza- 
ton of a country entirely different from that of 
ts origin. It must be admitted that the Negroes 
nm America have probably molded their life and 
iabits to harmonize with their new environment 
much better than other races might have done had 
Biey been transplanted to tropical Africa. By 
intermarriage they have also absorbed some of 
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the qualities of the white race. It is not generally 
known that Negroes first came to America not 
as slaves but as companions of the Spanish ex- 
plorers. It was not until 1619 that a Dutch 
vessel, making a chance landing at Jamestown, 
Va., brought the first slaves to America from 
Africa. Negroes were eventually imported from 
all parts of the African continent, but the chief 
source was the northwestern coast of -\frica, 
where the darkest Negroes lived. After having 
lived in this country for many years, the Negroes 
grew lighter in color. It is possible that climate 
may have been a contributing factor, since it is 
well known that Europeans living in the tropics 
are known to grow darker. 


INHERITANCE OF COLOR OF THE SKIN 
Children of families of mixed white and Negro 
blood show a wide variation in color, and in one 
family there may be one child almost white and 
another black. White parents have been known 
to bring forth children with distinct Negro 
characteristics due to unknown or denied Negro 
ancestors. This possibility and the uncertainty of 
its prediction are sources of dread to persons of 
mixed blood otherwise able to conceal their 
Negro ancestry. The children of mulatto-white 
crosses may be much darker or much lighter than 
either parent. The lightest child of a Negro- 
white cross may have more than twice as much 
black pigment as the average Caucasian, and 
the darkest, almost three-fifths as much as the 
darkest African. On the other hand, the lightest 
child of mulattoes may approximate very nearly 
the color of the ordinary brunette Caucasian, 
and the darkest may be about two-fifths as dark 
as the average African (fig. 1). 


MEASUREMENT OF PIGMENTATION 


Much difficulty has been experienced by anthro- 
pologists in establishing the various colors en- 
countered in human skins. These are not pure 
spectral colors but are composites of several 
color elements that defy analysis by mere inspec- 
tion or by comparison with current color stand- 
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ards. Skins described as white, yellow, black, 
red or brown are, at best, but approximations of 
these colors. Todd and Van Gorder? used the 
color top to measure the color of the skin of 
cadavers and found that after death the black 
factor of the skin does not change and that it is 
not affected by stretching, wrinkling, embalm- 
ing or use of preservatives. 


Fig. 1—A Negro boy of 8 years. His parents were 
moderately dark. The child’s skin is white, and the 
only distinguishing features are his kinky hair and the 
negroid nose. 


Negro infants are not so dark at birth as they 
become later. Pruner-Bey * even claimed that it 
is impossible to distinguish newborn white and 
Negro infants by color alone. There is, how- 
ever, considerable variance of opinion in this 
matter, some writers claiming that newborn 
Negroes are definitely black and some describing 
them as tallow-colored or muddy white. Loewen- 
thal * described a violet tinge as a precursor of 
brown in these infants. 


2. Todd and Van Gorder, cited by Lewis.1 
3. Cited by Loewenthal.4 
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AND 
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I have examined several hundred newbory 
Negro infants and have found their skins unques. 
tionably darker than those of white infants. The 
may be of a light chocolate color or sallow, by: 
they are not definitely white as are infants of the 
Caucasian race. It is true that children born oj 
light-skinned or mulatto parents may approach 
the color of white infants, but with a little experi- 
ence they can easily be distinguished. The mos 
distinguishing feature as regards pigmentation 
has been the dark, almost black, scrotum or vulva. 
even in infants whose skin elsewhere was ver 
light. When both parents are true blacks, there 
occurs a deepening of the color within a fey 
hours, and in a week or two the color of the skin 
is distinctly dark and reaches its full depth in a 
month. However, the rate of darkening in new- 
born Negro infants varies individually. The 


[ 


Fig. 2.—Depigmentation and hyperpigmentation {0- 
lowing generalized eczema; dermatitis papulosa Nigra 
seborrheic and senile keratosis. A Negro, aged 7) 
years with long-standing eczema, showing generalize 
hyperpigmentation and depigmentation, although the 
lesions were never ulcerated. 


4. Loewenthal, L. J. A.: Diseases of the Skin i. 
Negroes, J. Trop. Med. 39:209 (Sept. 15); 250 (Nov. 
2); 260 (Nov. 16); 276 (Dec. 1); 295 (Dec. 15) 1930: 
40:4 (Jan. 1); 266 Nov. 1) ; 277 (Nov. 15) ; 324 (Dec 
15) 1937. 
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sigmentation of the skin in a Negro does not 
each its maximum until puberty, after which 
t decreases in intensity, and in old age a certain 
jscoloration of the skin may occur. 


CUTANEOUS DISTRIBUTION OF PIGMENT 


Concentration of pigment in different areas of 
che body varies in the Negro race in the same 
nanner as in the white race. For purposes ot 
study and as an aid in diagnosis the accompany- 
ng table of color distribution in Negroes has 
een found useful. 

From the table it can be seen that the laxer 
reas are usually darker, and this is due to the 
fact that when the epidermis is stretched it con- 
tains less pigment per square unit of surface than 
1 the relaxed state. The palms and soles are 
specially light, with a definite line of demarca- 
ion from the darker skin. At the heel this line 
extends upward for about 1% inches (3.8 cm.) 

a point on the achilles tendon. On the chest, a 
ole streak extends from shoulder to shoulder 
ver the clavicles, meeting a similar streak ex- 
ending from the manubrium sterni to the epi- 
gastrium. On the back a pale area is occasionally 
een extending along the thoracic portion of the 


Principal Pale and Dark Areas on Normal Negro Skin + 


Pale Dark 
Ventral and Flexor Dorsal and Extensor 
Surfaces Surfaces 
{ 1. Supraorbital ridge 1. Lower eyelid 
| 2. Upper eyelid 2. Upper lip 
3. Malar prominence 3. Center of cheek 
ace 64 4. Tip of nose 
| 5. Point of and under chin 
6. In front of and behind ear 
| 7. Creases 
| 1. Palms and soles 1. Nipples 
Body 2. Back of heel region 2. Genitalia 
uid 4 3. Clavicular region 3. Back of neck 
mbs } 4. Sternal region 4. Lower part of belly 
| 5. Midline posteriorly 


pine and sometimes spreading downward and 
aterally over the sacrum and buttocks. 

Futcher ° found in the anterior deltoid region 
ithe arm of some Negroes a sudden transition 
in the degree of pigmentation of the skin, the 
larker outer aspect of the extremity abutting 
suddenly on the less deeply pigmented flexor 
urface with a resultant sharp linear margin. 
This line was found to exist bilaterally in 35 of 
200 Negroes examined for its presence. He also 
iescribed this pigmentation extending on the 
thorax of a Negress. 

The increased pigment content of the Negro 
‘kin as well as other peculiarities distinguishing 
it from the skin of other races no doubt repre- 
‘ents an attempt at environmental adaptation to 


q 5. Futcher, P. H.: Peculiarity of Pigmentation of 
pper Arm of Negroes, Science 88:570 (Dec. 16) 1938. 
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the tropical and subtropical conditions affecting 
the skin. In comparison with the skin of persons 
of the white race, that of Negroes has a thicker 
epidermis, a more abundant blood supply in the 
corium and a larger number of sudoriferous and 
sebaceous glands. There is also a greater quan- 
tity of fat extending from the subcutaneous tissue 
to the hair follicles. The apocrine glands are 
three time as numerous in Negroes as in white 
persons, and the females have twice as many 
apocrine glands as the males. 
PIGMENT IN THE NEGRO SKIN 

Basing their belief on histologic observations, 
most investigators agree that variations in the 
amount of melanin and its derivative, melanoid, 
in the epidermis are responsible for the difference 
in racial coloration. Negroes show no increase 
in carotene or in any other of the normal skin 
pigments. Also the topographic variation in 
melanin concentration has been found identical 
with that observed in persons of the white race. 
Granules of melanin can be seen in microscopic 
sections of skin and are most abundant in the 


Fig. 3—Drug eruption from phenolphthalein. A 
Negro who had been taking the drug over a period of 
several years in the form of cathartic pills. 


skin of Negroes. In fact, melanin is so abundant 
as to render study and determination of other pig- 
ments present extremely difficult. The melanin 
content of the entire skin is said to be about 1 
Gm. In Negroes, the cutaneous melanoblasts 
are far more numerous than in white persons, 
and are situated in the basal cell layer of the 
epidermis, comprising, in fact, nearly all the cells 
of this layer. The dermal melanoblasts are situ- 
ated in the deeper two thirds of the corium and 
are normally present in the sacral region in 
Negro children as well as in those of other races. 
In newborn Negro infants the high concentration 
of dermal melanoblasts produces a bluish tinge, 
known as the “mongolian spot.” In adult 
Negroes, these cells may form a jet black patch, 
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known as the blue nevus of Jadassohn. According 
to Unna, it is only the great number of pigment 
granules in the skin of Negroes which permits 
some of this pigment to survive the pigment- 
reducing action of the prickle cells and to reach 
the surface undissolved. Normal Negro skin 
irom the breasts contains abundant melanoblasts, 
many of which are dendritic. 

Lewin and Peck ® found that pigmented grafts 
caused extension of melanin into the surrounding 


Fig. 4——Von Recklinghausen’s disease. A Negro 
aged 60, showing typical fibromatosis since the age of 


8 years. A typical example of a café-au-lait spot is 
seen. The patient also had osseous and endocrine 
changes. His mentality was almost to the point of 


imbecility. 


nonpigmented skin and that nonpigmented grafts 
in pigmented skin were invaded by pigment. 
They felt that these changes could not be ex- 
plained by regeneration pigmentation alone. 
Becker followed the movement of melanin after 
transplantation of Negro skin into white skins 
and of white skin into Negro skin. He found that 
in each case the transplanted skin became the 
color of the host. 

With regard to the time of development of 
pigment in Negroes, Thomson* was able to 
demonstrate pigment in the skin and hair fol- 
licles of a 5 month Negro fetus, and Adache, in 
fetuses of 6 to 7 months of age. The ears, the 
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6. Lewin, M., and Peck, S. M.: 
in Skin Grafts on Experimental Animals, J. 
Dermat. 4:483 (Dec.) 1941. 
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roots of the nails and the scrotum darken earlies; 
As has been previously mentioned, the genitals 
of Negro infants are always darker than those 
of white infants. However, there are individual 
variations both in the amount of pigment 3 
birth and in its rate of increase thereafter. Ac. 
cording to Ziemann, complete pigmentation js 
attained three to four months after birth. Othe; 
writers have claimed that the process goes on to 
puberty or even old age. 


Extracutaneous pigment is found in the mucous 
membranes of ectodermal origin. In Negroes 
melanin has been found in the mouth, pharynx, 
anal canal, superficial part of the lacteal ducts oj 
the nipple and inner surface of the male and 
female prepuce. The areas of predilection in 
order of descending frequency are the surfaces oj 
the gums, cheeks, hard palate, tongue and soft 
palate. The everted surfaces of the lips are 
always pigmented. 

Monash ‘ described the pigmented areas on the 
gumis as flat, light brown and irregularly circular, 
varying from | to 4+ mm. in diameter and occu- 
pying approximately the center of the gingival 
surfaces. In darker subjects, the color is deeper 
and the patches confluent, forming a band along 
the center of the gum. On the dorsum of the 
tongue the pigmentation when present is asyn- 
metric, and in the cheeks the median raphe ts 
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Fig. 5.—Hyperpigmentation of papules in secondar) 
syphilis. 


pigmented. On the hard palate, either diffuse 
mottling or circular and elliptic areas may | 


7. Monash, S.: Normal Pigmentation of the rl 
Mucosa, Arch. Dermat. & Syph. 26:139 (July) 19% 
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resent. Of all the Negroes examined by Mon- 


aa sh, only 5 per cent showed no pigmented areas 
those? the mouth, and these would presumably have 
vidualsto"™ many melanoblasts on histologic exami- 
ss » tion. Certain colored persons are often seen 

shave pigmentation extending beyond the true 
=e kin into the mueous membrane of the mouth. 
Othe nese are the so-called ‘blue-gummed people. 
\onash examined 220 Negroes of varying de- 


sees of pigmentation and of different ages and 
Jowed the existence of pigmented spots in the 
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Fig. 6—Steam burn. After prolonged treatment the 
eas healed with much scarring and depigmentation. 


ral mucosa in 95 per cent (excluding newborn 
ifants), which varied in appearance and loca- 
ton. 

The conjunctivas are normally pigmented to a 
arying degree, the greatest concentration being 
the scleral conjunctivas at the interpalpebral 
ssures and extending into the bulbar conjunc- 
tvas. Fisher (1905) found most pigment in the 


iy ormer site, in the immediate neighborhood of the 
= @leras and extending deeply into the bulbar con- 
B unctivas. The amount of pigment increases with 


ge. Pigment is also found constantly in the 
meninges of Negroes, as in other races, and in 
the other extracutaneous sites mentioned else- 
where. 


CLINICAL ASPECTS OF PIGMENTATION 


The difference in anatomic structure and 
vhysiology of the skin of Negroes explains its 

fuse “ifferent reaction to various cutaneous diseases. 
y ba there is a difference not only in the incidence 
i many diseases but in their clinical and patho- 
‘gic manifestations. There can be no doubt that 


the social and economic conditions of Negro life 
also play some part in determining the suscep- 
tibility of the race to certain disorders. The 
general ignorance, poverty and malnutrition of 
the neglected Negro element of the population 
all contribute to lend a special character to the 
incidence and manifestation of cutaneous diseases 
among them. 

The dark color of Negro skin renders difficult 
the recognition of certain cutaneous disorders 
easily detected in white subjects by certain 
changes in color of the skin. Lowenthal has 
stated that “an entirely new set of visual mem- 
ories must be built up.” The changes in pig- 
mentation have to be of a decided degree to be 
evident. In examining the patient, it is best to 
do so in bright daylight, in a room with white- 
washed walls. In order that the illumination of 
the lesions may be constant, the examiner should 
not move from his position, and the patient like- 
wise should be asked to remain in one spot, only 
turning for inspection. Detection of slight de- 
grees of erythema may be facilitated by placing 
a yellow glass before the eyes of the observer. 
A yellow filter is also said to be of aid in photo- 
graphing erythematous macular lesions. |oewen- 
thal * likewise recommended the use of a hand 
lens and of Unna’s diascopic method in certain 
cases. It may be impossible to diagnose ecchy- 
moses or purpuric spots unless the lesions can 
be recognized on the mucosa, except, of course, 
in light-skinned Negroes. A macule of depigmen- 
tation may vary in color from deep fawn to dead 
white. Papules tend to be lighter than the sur- 


Fig. 7.—Depigmentation following prolonged pyo- 
derma. A 17 year old Negress who had an ulcerative 
pyoderma of six months’ duration, followed by de- 
pigmentation after healing. 


rounding skin, and wheals are always lighter. 
Terry has discussed some of the clinical appli- 
cations of fluorescence in relation to melanotic 
pigment. It seems that Negro skin does not 
normally fluoresce but can be made to fluoresce 
after exposure to actinic light for a time sufficient 
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to produce erythema in a Caucasian. However, 
normally, the negroid skin does appear different 
from the freckled areas in a Caucasian when 
viewed under filtered ultraviolet radiation. 
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DERMATOLOGY 


AND SYPHILOLOGY 


Many conditions causing hyperpigmentatioy 
or depigmentation in Negroes have no such effec: 
in persons of lighter-skinned races. Matas ha; 
suggested that the physiologic function of pig. 


PIGMENTATION 


CLASSIFICATION OF 


CLINICAL 
I. Physiologic—No increase or decrease in pigments 
1. Stretching of the skin—there is less pig- 
ment per square unit of skin 
2. Folding of the skin—there is more pigment 
per square unit of skin 
3. Gray color due to scratching of the skin 


I]. Pathologic 
A. Hyperpigmentation 
1. Congenital 
a. Mongolian spot 
b. Blue nevus—Jadassohn 
c. Pigmentary moles and nevi (fig. 2) 
d. Nevoid streaks (Andrews, 1933) 
e. Dermatosis papulosa nigra 


2. Acquired 

a. Inflammatory diseases due to external 
causes—contact dermatits, eczema 
(fig. 2) 

». Inflammatory diseases due to systemic 
conditions—Addison’s disease, ete. 

c. Extraneous introduction of pigment 
(tattoo) 

d. Drugs by mouth, injection or intra- 
nasally, i. €., arsenic, siver nitrate, 
phenolphthalein (fig. 3). 

e. Exposure to sunlight 

f. Physical causes 

3. Idiopathic—hyperpigmentation with no 
apparent cause (fig. 4) 


B. Depigmentation 

1. Congenital 

a. Albinism 

(1) Complete 

(2) Partial 
b. Xanthism 
2. Acquired (partial list) 

a. Vitiligo 

b. Scleroderma and morphea 

c. Syphilis (fig. 5) 

d. Yaws 

e. Leprosy 

f. Pinta 

g. Fungous diseases 

h. Virus diseases, i. e., herpes zoster 

i. Leukomelanoderma collis 

j. Lupus erythematosus 

k. Occupational dermatoses 

l. Pyogenic diseases and toxic dermatoses 

m. Molluscum contagiosum 

n. Pemphigus vulgaris 

o. Radium dermatitis 

p. Tuberculids 

q. Burns 

r. Alopecia areata 

s. Any inflammatory dermatosis in which 

the epidermis is destroyed (figs. 6, 7, 


8, 9) 


Fig. 8—Multiple chancroids. Healed lesions show- 
ing depigmentation. 


Fig. 9—Lymphogranuloma venereum _ resembling 
granuloma inguinale. The Wassermann and the Ito- 
Reenstierna reactions were positive. There was de- 
pigmentation. 


ment formation is under better control in highly 
pigmented subjects, with less tendency to uncon- 
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‘rolled growth, like that observed in melanoma. 
his malignant type of hyperpigmented tumor 
s usually fatal and occurs much more frequently 
n persons of white color. Furthermore, 70 per 
ent of these tumors develop in regions contain- 
ng little pigment. 

Fox ® was the first to attempt a statistical 
mparison of cutaneous diseases affecting the 
hite and the Negro races. He concluded that 
Negroes suffer less frequently and less severely 
‘om skin diseases than white persons; that 
mulattoes are more susceptible to skin diseases 
than full-blooded Negroes, the former being 
specially prone to chloasma; that Negroes are 
jore subject to new growths of connective tissue 
rigin and less so to neoplasms originating in 
spithelial structures, and, finally, that the Negro 
kin is less susceptible to external irritants. 

All sorts of eruptions stimulate local increase 
‘pigment as the result of inflammatory changes, 


NJ 


NEGRO 


This so-called mongolian spot occurs as a bluish 
discoloration of irregular size and shape and is 
found most commonly over the sacrum, but it 
may also be found on the trunk, limbs or face. 
Noel found it present in 67 per cent of a series 
of newborn Negru iniants. More than one such 
spot may be present. According to Loewenthal, 
the peculiar color is due to the filtering effect 
of the superimposed unpigmented upper third of 
the corium. As the epidermis grows darker, the 
bluish tinge fades, and in an adult Negro such a 
spot would be difficult to detect. The blue 
nevus of Jadassohn has been described by Mc- 
Carthy as a persistent mongolian spot in a some- 
what aberrant location. 

I have examined 103 newborn Negro infants 
and found that 41 babies, or about 40 per cent, 
presented mongolian spots in the sacral area. 
Two infants had several spots on the buttocks, 
and 3 infants had spots on the thighs. I have 


A Negress aged 20, with unusual 
ar. When first seen, she had a vitiliginous area of the 


Fig. 10.—Vitiligo. 


ver cent oil of bergamot in alcohol. At present this area 


hile conditions producing erosive lesions tend 
) cause depigmented spots. 

Conditions seen less frequently in Negroes 
than in white subjects include carcinoma of the 
kin, leukoplakia, mycosis fungoides, Kaposi's 
sarcoma, pigmented nevi, xeroderma pigmen- 
‘sum, psoriasis, roentgen dermatitis, occupa- 
tonal dermatoses, rosacea and seborrheic derma- 
‘itis, Eezema is also less common in Negroes 
han in white persons. 


CONGENITAL HYPERPIGMENTATION 


Mongolian Spot.A—During the fourth and fifth 
mths of intrauterine life, the presence of areas 
‘dermal melanoblasts in the corium is normal. 
‘hese cells exhibit a positive dopa reaction and in 
the Mongolian and Negro races persist until after 
irth, in many cases for years or even for life. 


8. Fox, H.: Observations on Skin Diseases in the 
‘egro, J. Cutan. Dis. 26:67 and 109, 1908. 


areas of vitiligo on the lips and an area behind the left 
right upper lid which responded to application of 10 
is almost normal. 


been unable to find any such spot on a white in- 
fant. As the infants become older and their skins 
darker, these areas become more difficult to find 
and outline. By the tenth day, it was impossible 
to distinguish them. This was true only of the 
dark-skinned babies. 


ACQUIRED DEPIGMENTATION 


Vitiligo.—Vitiligo is a disease characterized 
by the appearance of pigmentless patches. It is 
more common in Negroes than in white persons 
and is believed by some investigators to be a 
trophoneurosis. The pigment is destroyed in 
the patches and increased in the surrounding 
tissue. Numerous cases of vitiligo due to fungus 
infection have been reported. Thus, Iseki® re- 
ported 31 such cases in which the fungus was 


9. Iseki, K.: Studie tiber die “Arterat,” eine vitiligi- 
nose Dermatose auf den Palau Inseln, Acta dermat. 23: 
99, 1934. 
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grown in pure culture. Fox‘? came to the defi- 
nite conclusion that the high incidence of vitiligo 
in Yucatan was not due to a fungous infection. 
Naegeli** reported on 4 patients with post- 
eczematous vitiligo, in all of whom the basal 
metabolic rate was increased. This feature has 
been noted by numerous other investigators. 
Touraine and Brizard'* made a study of 53 
cases in which the lesions were bilateral and 
symmetric. They stated that in their opinion 
vitiligo is a neurodermatitis due to posterior 
radiculitis. They expressed the belief that vitiligo 
is analogous to herpes zoster, which pathologic- 
ally is known to be a posterior ganglionitis. Ac- 
cording to Constantino,’* a consideration of the 
pathology of vitiligo must include not only bio- 
chemical factors but a study of the cutaneous 
circulation as well. Roop '* expressed the opinion 
that vitiligo is a result of absorption by the skin 
of certain decomposition products of sweat. These 
products may be ammonia or ammonium car- 
honate and are believed to act as_ bleaching 
agents, attacking primarily the melanin of the 
pigmented cells. In addition to reporting 4+ cases 
of vitiligo definitely related to sweating, the 
author presented a case of its occurrence in a 
Negro child of 5 months, in which patches of 
vitiligo were found on removal of a diaper im- 
pregnated with decomposing urine and smelling 
strongly of ammonia. 

Pillsbury and Kulchar ‘* reported 2 cases of 
vitiligo caused by the intravenous use of gold 
sodium thiosulfate. They expressed the belief 
that the gold deposited in the depigmented areas 
failed to be reduced and eliminated and that a 
cumulative effect was thus produced which 
finally led to a gold dermatitis. Sharlit '® pre- 
sented the case of a Negress with patches of 
vitiligo on her thighs. hese areas corresponded 
exactly to the rubber guards covering the garter 
clips on her girdle. From this he decided that 
the leukoderma was due to an antioxidant in 
the rubber. In an effort to produce repigmenta- 


10. Fox, H.: White Pinta or Vitiligo in Yucatan, 
Arch. Dermat. & Syph. 36:534 (Sept.) 1937. 

11. Naegeli, O.: Ueber postekzematdése echte Vitiligo, 
Schweiz. med. Wehnschr. 66:1167 (Nov. 21) 1936. 

12. Touraine, A., and Brizard, A.: La topographie 
radiculaire du vitiligo, Bull. Soc. frang. de dermat. et 
syph. 42:505-515 (March) 1935. 

13. Constantino, cited by Naegeli.11 

14. Roop, W. ©O.: Absorption of Decomposition 
Products of Sweat as an Etiologic Factor in Vitiligo, 
J. M. Soc. New Jersey 31:339-343 (June) 1934. 

15. Pillsbury, D. M., and Kulchar, G. V.: Gold 
Dermatitis Limited to Depigmented Skin, Arch. Dermat. 
& Syph. 27:36 (Jan.) 1933. 

16. Sharlit, H.: Leukoderma Treated with 
cutaneous Injections of Tyrosinase Enzyme, 
Dermat. & Syph. 48:438 (Oct.) 1943. 
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tion, he injected a suspension of tyrosinase intr; 
cutaneously into several areas in both patches 
At the time of his report it was too early to judge 
the end result. 

I recently had the opportunity of observing ay 
interesting case of vitiligo of the lips of a young 
Negress; there was another depigmented pate 
behind the left ear. An area on the right upper 
eyelid became repigmented after treatment wit 
10 per cent oil of bergamot in alcohol (fig. 10) 


Lupus Erythematosus.—Considering the hig 
susceptibility of the Negro race to pulmonar 
tuberculosis, it is remarkable that the incidence 
of lupus erythematosus among Negroes is gene: 
ally conceded to be unusually low. 1918, 
Wise ‘* stated that lupus erythematosus in Ne- 
groes was relatively uncommon in experi- 
ence. In the discussion of this paper, Ochs dre, 


Fig. 11.—Lupus erythematosus. A Negro, aged : 
showing atrophy and depigmentation of lesions oi fa 
Partial repigmentation followed treatment with a bi: 
muth preparation, liver extract and nicotinic acid. 


attention to the fact that, although of rare occur 
rence in Negroes, the disease when present ap 
pears to be more extensive than in white per 
sons. .\ccording to Gilchrist,’* lupus erythema 
tosus is rare in the Negro race, while lupus vu! 
garis is common, Other writers reporting case 
of lupus erythematosus in Negroes and empha 
sizing the rarity of the condition are Klauder. 
Kirby-Smith,?° Andrews,?! and Cummer.*? Ac 


17. Wise, F.: Lupus Erythematosus, J. Cutan. D's 
37:354, 1919. 

18. Gilchrist, T. C.: Lupus Erythematosus, Arc 
Dermat. & Syph. 1:597 (May) 1920. 

19. Klauder, J. V.: Lupus Erythematosus, Arc 
Dermat. & Syph. 7:121 (Jan.) 1923. 

20. Kirby-Smith, J. L.: Erythematous Lupus 
Negro Youths: Two Cases, J. Florida M. A. 26:14 
(Sept.) 1939, 


(Footnotes continued on next page) 
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ding to Cummer, deep pigmentation attording 
, protection against the sun’s rays is responsible 
this rare incidence of the disease in Negroes. 
e collected from the literature 30 cases of lupus 
sythematosus in Negroes, and in New Orleans 
e found the incidence of this disease to be 3.5 
er thousand among white patients with disor- 
fers of the skin. 

| encountered 7 cases of lupus erythematosus 
» a large clinic for Negroes (fig. 11), 1 case of 
ipus vulgaris and 1 case each of lichen scrofu- 
sus and papulonecrotic tuberculid. 


2}, Andrews, G. C.: Diseases of the Skin, Phila- 
phia, W. B. Saunders Company, 1930. 

2. Cummer, C. L.: Etiology of Lupus Erythema- 
sus: Occurrence in Negro, Arch. Dermat. & Syph. 
$:434 (March) 1936. 
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l'rom a study of part of the literature on the 
abnormalities of pigmentation in Negroes, I was 
led to make a personal study of certain aspects 
of the subject. These comprised an investigation 
of the incidence of mongolian blue spots in 103 
newborn Negro infants, of whom 40 per cent 
presented such spots in the sacral areas. Also, 
an examination of several hundred newborn 
Negro infants revealed that their skin was un 
questionably darker than that of white infants, 
and the most distinguishing feature was the 
dark, almost black, scrotum or vulva. 

I encountered 7 cases of lupus erythematosus 
in a large clinic for Negroes, 1 case of lupus 
vulgaris and 1 case each of lichen scrofulosus 
and papulonecrotic tuberculid. 


50) Central Medical Building. 
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ERYTHEMA 


The purpose of this paper is to call attention 
to a probable etiologic relationship between 
herpes simplex and erythema multiforme. This 
relationship was first called to the attention of 
dermatologists by the Englishmen Forman and 
Whitwell ten years ago.1 Since that time no 
confirmation of their observations has appeared 
in the American literature, and none of the lead- 
ing American textbooks have even cited their 
work. 

HISTORICAL 


Erythema multiforme, at least of the herpes 
iris type, was first described by Bateman,’ in 
1817. The first American communication was 
apparently that of H. D. Bulkley, of New York.’ 
In the twelve years preceding 1846 he had 
observed 3 cases. It was sometime later that 
Hebra applied the term “erythema exsudativum 
multiforme.” Still later Kaposi called it “ery- 
thema polymorphe.” 


ETIOLOGY 


The etiologic concepts of erythema multi- 
forme have been those of association with definite 
infections. Thus it has been described as fol- 
lowing smallpox vaccination* or occurring in 
the course of such diverse infections as typhoid 
fever,> diphtheria, syphilis,® tuberculosis,’ chol- 


Read at the Sixty-Fifth Annual Meeting of the 
American Dermatological Association, Inc., Chicago, 
June 19, 1944. 

1. Forman, L., and Whitwell, G. P. B.: The Asso- 
ciation of Herpes Catarrhalis with Erythema Multi- 
forme, Brit. J. Dermat. 46:309 (July) 1934. 

2. Bateman, T.: Delineations of Cutaneous Diseases, 
London, Longman, Hurst, Rees & Co., 1817, plate LII. 

3. Bulkley, H. D.: Herpes Iris with Cases, New 
York M. J. 7:48, 1846. 

4. Pardee, L. C.: The Histopathology of Herpes 
Iris: Report of Two Cases, Bull. Johns Hopkins Hosp. 
9:165 (July) 1898. Eichenlaub, F. J.: Erythema Multi- 
forme Complicating Vaccination, South. M. J. 19:186 
(March) 1926. 

5. Parker, H. P., and Hazen, H. H.: Erythema 
Multiforme Iris During the Course of Typhoid Fever, 
Bull. Johns Hopkins Hosp. 22:79 (March) 1911. 

6. Trautmann, G.: Erythema Exsudativum Multi- 
forme and Nodosum of the Mucous Membranes and 
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era, pneumonia, leprosy, malaria and _trypano- 
somiasis. The frequent association of erythema 
multiforme and menstruation has been noted b) 
many observers, particularly Pollitzer.8 
theory of focal infection as applied to erythema 
multiforme has received considerable support 
from the work of Guy.’ In the investigatio: 
of 47 cases he found a striking association oj 
streptococcic infections of the tonsils. Others 
have stressed the more or less severe concomitant 
dental infection.’° Still others have felt th 
the disease is due to anaphylaxis caused | 
absorption of some chemical product from th 
intestines or other passages or from a diseased 


organ."? 

The definite tendency of erythema multi- 
forme to recur in the spring and fall or at 
certain stated intervals has been known for a 
long time. In other words, atmospheric influ- 
ences play a role.’* The precipitating effect oi 
exposure to sunlight also has been an observa- 
tion confirmed by many dermatologists. The 
frequent involvement of the backs of the hands 
and the sides and back of the neck in erythema 
multiforme fits in with the exposure to sunlight. 


Their Relation to Syphilis, Miinchen. med. Wehnsehr 
53:2101 (Oct. 23) 1906. 

7. Ramel, E.: Some Observations on the Causation 
of Erythema Exudativum Multiforme (Hebra), Brit. J. 
Dermat. 42:1 (Jan.) 1930. Percival, G. H., and Gibson, 
H. J.: Observations on the Etiology of Erythema Exu- 
dativum Multiforme, ibid. 43:329 (July) 1931. Hallam, 
R., and Edington, J. W.: An Investigation of the 
Alleged Tuberculous Etiology of Erythema Exudativum 
Multiforme (Hebra), ibid. 45:133 (April) 1933. 

8. Pollitzer, S.: Skin Diseases in Relation to the 
Sexual Organs, New York M. J. 96:669 (Oct. 5) 1912 


Garnier, G.: Erythema Multiforme Due to Hormonal 


Imbalance (Dermatitis Symmetrica Dysmenorrhoeica 


Bull. Soc. frang. de dermat. et syph. 47:71 (Feb.) 1940; 


abstracted, Arch. Dermat. & Syph. 44:925 (Nov.) 194! 
9. Guy, W. H.: Erythema Multiforme, J. A. M. A 
71:1993 (Dec. 14) 1918. 


10. Semon, H. C.: Dental Sepsis in Dermatology, 


Practitioner 111:199 (Sept.) 1923. 


11. Chalmers, A. J., and Macdonald, N.: Herpes Iris, 


J. Trop. Med. & Hyg. 23:150 (June 15) 1920. 


12. Zwecker, A.: The Dependence of Erythema Exst- 


dativum Multiforme on Atmospheric Influences, Arch 
f. Dermat. u. Syph. 163:366, 1931: abstracted, Klin 
Wehnschr. 11:214 (Jan. 30) 1932. 
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ANDERSON—ERYTHEMA MULTIFORME 1] 


There is no doubt of the correctness of all 
these etiologic observations. They, however, 
ve led to no therapeutic successes, nor have 
‘hey been of aid in the management of recurrent 
ses of this disorder. 


REVIEW OF THE LITERATURE 


lt remained for Forman and Whitwell? to 
rmulate a new conception as to the causation 
this disease. They noted the frequent asso- 
ition of erythema multiforme with herpes 
smplex or “at least a clinical condition closely 
sembling herpes simplex.” The associations 
ich they noted were (1) that herpes simplex 
ten precedes an attack of erythema multiforme 
nd (2) that recurrent herpes simplex is com- 
in patients with erythema multiforme. 

The usual clinical sequence is as follows: 

he patient gives a history of repeated attacks 

“cold sores” over several years, following 
common cold or exposure to sunlight or wind. 
fter the last attack of herpes simplex, at an 
terval of four days to two weeks, a typical 
tack of erythema multiforme develops. By the 
nme the patient consults a physician there is 
ther no trace of the previous herpes simplex 

r only a small crust remains. If a crust is 
resent about the lips, it is usually mistaken for 
“ie remnant of one of the early lesions of ery- 
tema multiforme. The erythema multiforme 

llows its usual course and subsides. In a 

gh percentage of cases each succeeding attack 

‘ herpes simplex is followed by an attack of 
rythema multiforme. In a second group of 
ises there are repeated attacks of erythema 

ultifiorme but without the usual preceding 

ttacks of herpes simplex. Finally, there is a 
ie group of cases in which erythema multi- 
‘orme has recurred over a period of years and 
" which herpes simplex develops for the first 
ume after a cold or exposure to sunlight. 

The many clinical similarities of herpes sim- 
vlex and erythema multiforme were tabulated by 
‘orman and Whitwell as follows: (1) their 
tendency to recur; (2) their occurrence mostly 
1 spring and autumn; (3) their provocation by 
nfections, especially the common cold; (4) their 
provocation by injections of serums and vac- 
cines*; (5) their provocation in some cases 
vy foods to which the patients are sensitive; 
6) their provocation by menstruation, and (7) 
their provocation by sunlight. 

To this group one can add the production of 
doth entities by drugs. The production of herpes 
simplex by phenolphthalein is well known. 
13. Waugh, J. F.: Erythema Multiforme, Arch. Der- 
mat. & Syph. 31:748 (May) 1935. 


When erythema multiforme follows herpes sim- 
plex which has been produced by a drug, the 
interval between the ingestion of the drug and 
the development of the erythema multiforme 
may be so long that even when a complete history 
is obtained one would tend to exclude the drug 
as a possible etiologic factor. 

Further, it may be of considerable significance 
that in many persons with diseases or conditions 
mentioned as etiologic factors in the production 
of erythema multiforme the occurrence of herpes 
simplex is common.'* These include particularly 
pneumonia, menses and malaria. 

In practically none of the cases of erythema 
multiforme reported before dermatologic socie- 
ties or in the literature is there any mention as 
to the previous presence or absence of herpes 
simplex. There are a few exceptions to this 
statement. H. L. Sutton *® presented a patient 
before the Northern New Jersey Dermatological 
Society on March 20, 1940. This patient pre- 
sented a herpes iris of one day’s duration involv- 
ing the wrist. The disease had begun ten days 
previously with fever sores on the lips. 

Patterson '® related the following case _his- 
tory: The patient presented the unusual asso- 
ciation of herpes iris with a herpes following 
the distribution of the supraorbital branch of the 
frontal nerve. The latter consisted of a group 
of eight or nine vesicles over the left eye occupy- 
ing the exit point and course of the supra- 
orbital nerve. The upper part of the chest, the 
shoulders, the root of the neck and the loins 
were the seat of herpes iris. There were no 
lesions on the arms and legs. Recovery was 
rapid, and no recurrence took place in the suc- 
ceeding four months. 

Even before erythema multiforme was well 
established as an entity, George T. Elliott '? 
recounted a case which was undoubtedly an in- 
stance of erythema multiforme with a herpes 
simplex of the ear. 

Walker ** recorded the case of a young man 
who had suffered from six attacks of erythema 
multiforme. All of these attacks had occurred 
in the months of May and October. The last 


14. (a) Adamson, H. G.: Herpes Recurrens, Brit. J. 
Child. Dis. 13:193 (July) 1916. (b) Knowles, F. C.: 
Herpes Simplex, New York M. J. 90:256 (Aug. 7) 
1909. 

15. Sutton, H. L.: Erythema Multiforme, J. M. Soc. 
New Jersey 37:431 (Aug.) 1940. 

16. Patterson, G.: Herpes Iris, Dublin J. M. Sc., 
April 1890, p. 369; abstracted, Practitioner 45:46 (July) 
1890. 

17. Elliott, G. T.: A Contribution to the Histology 
and Pathology of Herpetiform Hydroa, New York M. J. 
45:449 (April 23) 1887. 

18. Walker, W.: Erythema Multiforme, Arch. Der- 
mat. & Syph. 5:137 (Jan.) 1922. 


a 
the 
SE 
1ulti- 
at 
or a 
nflu 
Ct of 
The 
ands 
ema 
ight | 
ischr 
ation 
it. J 
bson, 
Exu- 
llam, | 
the | 
ivum | 
| 
the 
1912 
ica 
940; 
1941 | 
ogy, 
Iris, | 
rch | 
Clit 


12 ARCHIVES OF 


outbreak had been preceded by two days by 
extensive herpes of the lower lip. He presented 
this case on account of the curious relationship 
between herpes labialis and erythema multi- 
forme. 

Klebe *® reported on a patient with tertiary 
syphilis and a 4 plus Wassermann reaction who 
presented signs of erythema nodosum on various 
parts of the body. Chills and herpes febrilis led 
to the development of lesions of erythema exuda- 
tivum multiforme on the sites of the former 
erythema nodosum. 

These, however, are isolated instances show- 
ing a relationship between herpes simplex and 
erythema multiforme. By the skeptical they 
can be dismissed as a coincidence. 


THERAPY 


For the past ten years, repeated vaccination 
with smallpox vaccine has been utilized as a 
therapeutic procedure in the prevention of recur- 
rent herpes simplex. It has been successful in 
about 80 per cent of the cases in which this 
procedure has been used. Even in the 20 per 
cent in which failures have resulted it has been 
of benefit in that in most of the patients the 
succeeding attacks of herpes simplex are milder 
and only a few vesicles develop. This procedure 
as carried out has consisted of scarifying vaccina- 
tions with smallpox vaccine. This procedure is 
repeated at intervals of two weeks for four or 
five times. 

In the past few years I have utilized such 
repeated vaccinations for the preventive therapy 
of erythema multiforme associated with herpes 
simplex and also in treatment of erythema multi- 
forme in which no such association could be 
determined. In several cases, I have felt that 
this procedure has been of definite value in the 
prevention of recurrences of erythema multi- 
forme, especially that preceded by herpes sim- 
plex. I further believe that this procedure 
should be used in cases of recurrent erythema 
multiforme unassociated with herpes simplex. 


REPORT OF CASES 


Case 1.—O. V., a woman aged 28, had her first but 
severe attack of erythema multiforme. This was pre- 
ceded six days by a severe attack of “cold sores.” 

Case 2.—I. H., a man aged 34, was seen during his 
third attack of erythema multiforme. Five lesions of 
herpes iris were present on the right palm and one 
lesion on the left palm. For the past three years he has 
had recurrent herpes simplex in the same area on the 
left side of the upper lip. He was certain that herpes 


19. Klebe: A Case of Erythema Nodosum and Exu- 
dativum Multiforme in Late Latent Syphilis, Arch. f. 
Dermat. u. Syph. 135:250, 1921; abstracted, Arch. 
Dermat. & Syph. 5:500 (April) 1922. 
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simplex of the lip had preceded the last attack of er 
thema multiforme but was not certain regarding suc’ 
an event in association with the two previous attacks , 
erythema multiforme. 

Case 3.—E. S. presented only a couple of lesions ¢ 
erythema multiforme on the backs of the hands. Whe 
first seen, he also presented a subsiding herpes simpk 
on the left side of the upper lip. When question 
regarding the frequency of previous cold sores, he sa 
that it had been years since he had had such a lesic; 

This case is extremely interesting because of the ¢: 
velopment of erythema multiforme during ultraviole 
irradiation for severe but typical pityriasis rosea. As 
to be noted, without comment, is the fact that at . 
about the same time that the erythema multiforme deve! 
oped paralysis of the right side of the face occurr 
There was no sign of herpes zoster present, 
excludes the Ramsay Hunt syndrome. 

Case 4.—M. W., a housewife aged 46, gave a histor 
of recurrent erythema multiforme over a period of thirt 
years. Since 16 years of age she had suffered from ty 
to four attacks each year. She was of the opinion tha: 
acid foods caused most of the attacks. 

She was first seen on March 31, 1942 with an erup- 
tion of four days’ duration. On examination she pri 
sented a moderately severe erythema multiforme oi th: 
herpes iris type involving the dorsa of the hands, t 
back of the neck, the eyelids and the malar regions 
A few lesions were present in the mouth. On question- 
ing, she stated that the present attack developed after ; 
“cold sore” had appeared on her lip. This cold sor 
had practically disappeared when the present attack « 
erythema multiforme began. 

She was vaccinated with smallpox vaccine at intervals 
of two weeks for a total of four vaccinations. During 
the past two years she has suffered no attacks of ery- 
thema multiforme. 


Case 5.—Mrs. E. J., a housewife aged 36, was see: 
on July 20, 1942, complaining of an eruption in the 
mouth and about the vulva. This eruption was of four 
or five days’ duration, first appearing about the vulva 
She said that she had not had a similar eruption pre- 
viously. 

On examination she presented a typical erythema 
multiforme with a solitary lesion on the tip of the chu 
on the right side of the buccal mucosa posteriorly, on 
the right side of the neck below the mandible and on th 
inner aspects of the labia minora. 


Although she disclaimed a history of previous “cold 
sores,” she presented a typical herpes simplex on th 
lateral aspect of the left buttock. Questioned regarding 
the latter eruption, she said that for years she had had 
similar lesions occurring in the same area or on the 
right buttock. 

Case 6.—L. W., a boy aged 17 years, was seen 0 
Oct. 19, 1939, with a severe attack of erythema mult 
forme involving the palms, the extensor aspects of the 
knees and the anterior aspects of the legs. This erup- 
tion was of two weeks’ duration. 


In the previous three years he had had five or s* 
similar attacks. The first three or four had involve 
only the mouth. During the previous attack the first 
involvement of the palms had occurred. On close ques 
tioning, he recalled that the present attack and probably 
all previous attacks had started with a “cold sore” on 
the lip and later the mouth had become involved. Mul- 
tiple vaccinations with smallpox vaccine were carri¢¢ 
out. On May 5, 1944, inquiry revealed that this patient 
had had no more attacks since receiving two series ©! 
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ndency to have “cold sores,” 


chree weeks previously. 


‘ppearance of the herpes. 
‘ulflanilamide by mouth. He has not been seen since. 
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snallpoX vaccinations, the last of which was given late 


, 1939. He is now in the Army Air Corps. 


CasE 7.—Mrs. E. S., a housewife aged 33, was first 


ven Nov. 8, 1940, with a second attack of erythema 


ultiforme. 
During her entire adult life she had noted a decided 
especially after exposure 
sunlight. Her first eruption of erythema multiforme 
as in July 1940. It began with a “cold sore” on the 
The process then spread to involve the entire ver- 
iion borders of both lips and finally appeared on the 
nds. This first attack of erythema multiforme lasted 
e month. 
[The present attack, which was the second one, began 
ith a “cold sore,” which followed exposure to sunlight 
The cold sore rapidly devel- 
ed, and one week later the eruption had appeared on 
backs of the hands and forearms. Examination 


eyealed a typical erythema multiforme of the herpes 


ris type involving the extensor aspects of the forearms 
nd the dorsa and palms of the hands. There were 
ronounced edema, scaling and crusting of both the 
yer and the lower lips. Pus and blood were oozing 
m beneath several crusts. At this time two vaccina- 
ns with smallpox vaccine were made seventeen days 
art. She was seen again Feb. 20, 1942, with another 
current attack of erythema multiforme of the iris type. 
is was of six days’ duration. It followed the develop- 
ent of a large lesion of herpes simplex labialis three 
eks previously. This attack of erythema multiforme 
s much less severe than the previous one. She now 
eived four more vaccinations with smallpox vaccine. 
On June 11, 1943 she had another recurrent attack of 
‘ythema multiforme, but this time only the lips were 
volved. This followed the removal of ten teeth, all 
‘ept one being badly abscessed. This attack responded 
ther rapidly to internal administration of sulfathiazole. 
Since that time she has had two or three definite but 
iid recurrences, all of which were associated with 
‘posure to sunlight. 
Case 8—B. B., a youth aged 20, was first seen on 
\ug. 22, 1939, complaining of a recurrent eruption on the 
acks of the hands. For the past five years he had 


viffered from recurrent erythema multiforme to the ex- 
tnt of three or four such attacks each year. 


Each 
tack apparently started with a “cold sore” which prac- 


‘cally always developed after exposure to sunlight at 
the beach. 


About the time that the “cold sore’ was 
ibsiding, the eruption on the dorsa of the hands would 
ppear. 

On examination he presented a subsiding cold sore on 


he left side of the upper lip. There were typical lesions 


i herpes iris on the dorsa of the hands and feet and 


‘e extensor aspects of the elbows and knees. 


He received multiple vaccinations with smallpox 
«cine. No new attacks occurred until one year later, 
hen he was seen with a recurrence of erythema multi- 
rme of the herpes iris type. This attack developed one 
eek after a herpes simplex of the upper lip had 
ppeared. 

Another attack of erythema multiforme occurred in 


‘March 1941. This also followed a herpes simplex of the 


wer lip, starting eight or ten days after the first 
At this time he was given 


Case 9—E. B., a man aged 24, was first seen on 


\ug. 10, 1940, with an extremely severe generalized 
crythema multiforme. 


His history revealed that as a child he had suffered 


‘rom repeated attacks of herpes labialis. During the five 
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years preceding his first visit he had averaged about 
three attacks of erythema multiforme each year. These 
attacks all followed the same pattern, beginning with 
an eruption on the lips. At times one attack was just 
subsiding when a new attack would occur. 

On examination he presented five or six separate 
groups of herpes simplex involving both upper and lower 
lips. On the arms, legs and palms there was a general- 
ized, discrete, pea-sized, vesicular and bullous erythema 
multiforme. His temperature rose to 102 F., and for a 
period of nearly three weeks he was ill and confined to 
his house. He was vaccinated four times with smallpox 
vaccine. 

During the past three and a half years he has had 
only three or four attacks of herpes simplex. With one 
of these attacks he had two blisters on the left shin. 
Following another, but separate, attack of herpes sim- 
plex, he had about a dozen “blisters” scattered over the 
body. After this he received another series of multiple 
smallpox vaccinations. He has remained entirely free 
since this last series of vaccinations. 

Case 10—J. A. C., a white man aged 55, was first 
seen on Feb. 15, 1943, with a typical erythema multi- 
forme involving the face, the sides and back of the neck 
and the dorsa of the hands. This eruption was of five 
days’ duration. During the preceding nine years he had 
suffered from three or four similar recurrent attacks of 
this disease each year. 

On questioning he denied any association of cold sores 
with these recurrent attacks. However, he did recall 
that he had suffered a great deal from recurrent herpes 
years ago when he had worked outdoors. 

In spite of the apparent absence of a history of an 
association with herpes simplex, therapy was begun with 
smallpox vaccinations. Three weeks after the last vac- 
cination he had a mild attack of erythema multiforme. 
Four months later he had another mild but definite 
attack of erythema multiforme following exposure to 
sunlight. Three months later another attack occurred, 
and for the first time he recalled a definite attack of 
herpes simplex four or five days before the onset of the 
erythema multiforme. Although all of these attacks 
were milder than those which he had had before his 
repeated vaccinations with smallpox vaccine, it was felt 
advisable to give him another series of smallpox vacci- 
nations. This was done, the fourth and last vaccination 
of the second series having been given on Dec. 14, 1943. 
Since that time he has had no recurrences. 


COMMENT 


In the absence of experimental confirmation, 
one can only briefly speculate as to the exact 
relationship between herpes simplex and ery- 
thema multiforme. the state of 
knowledge it can be said that in many instances 
herpes simplex has some relationship to ery- 
thema multiforme. In these cases herpes simplex 
has a role which might be compared to that of 
a delayed-action bomb. Whether the eruption 
of erythema multiforme itself is actually pro- 
duced by a virus is unknown. 


present 


Nevertheless, there are some indications that 
a virus may play a role in the actual production 
of erythema multiforme. 
erythema multiforme have been reported. 


Thus epidemics of 
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ner *° recorded that thirty of fifty inmates in a 
boy’s home had typical erythema multiforme. 
Most of the boys presented a mild coryza from 
eight to ten days before the outbreak of the 
cutaneous disorder. 

Erythema multiforme has also been reported 
in association with lymphogranuloma venereum, 
a disease of proved virus nature.*_ In 1 instance 
the virus was present in the cutaneous lesions.** 

Only rarely has the possibility of a virus causa- 
tion of erythema multiforme been considered. 
One such example was the case of the patient 
presented by Rattner and Cornbleet 7° in whom 
a localized encephalitis with jacksonian epilepsy 
occurred in association with a bullous erythema 
multiforme. In the discussion of this case, 
Laymon mentioned the view of Jausion and 
Thevenot ** that erythema multiforme is pos- 
sibly a virus disease. 

The occasional association of Vincent’s dis- 
ease *® with an erythema-multiforme-like erup- 
tion must be reviewed in the light of recent work 
which views the virus of herpes simplex as the 
etiologic agent *° of Vincent’s disease. 

The fact that in occasional cases erythema 
multiforme responds to drugs of the sulfon- 
amide group ** does not, in my opinion, negate 
the view that herpes simplex may be the initiat- 
ing lesion. 

Finally, in the consideration of herpes simplex 
as an etiologic agent of erythema multiforme, 
one must remember that herpes simplex is rather 
of frequent occurrence in areas elsewhere than 


20. Leipner, S.: The Epidemic Occurrence of Ery- 
thema Exsudativum Multiforme, Dermat. Wehnschr. 
101:1178 (Sept. 21) 1935; abstracted, Arch. Dermat. & 
Syph. 35:304 (Feb.) 1937. 

21. Goldberg, L. C., and Fonde, G. H.: Recurrent 
“Lymphogranulomatid” (?), Arch. Dermat. & Syph. 
34:478 (Sept.) 1936. 

22. Midana, A.: The Etiopathogenesis of Erythema 
Multiforme in Poradenitis Inguinalis, Gior. ital. di der- 
mat. e sif. 76:1091 (Aug.) 1935; abstracted, Arch. Der- 
mat. & Syph. 33:1078 (June) 1936. 

23. Rattner, H., and Cornbleet, T.: Erythema Multi- 
forme, Arch. Dermat. & Syph. 40:318 (Aug.) 1939. 
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45:1053 (July) 1938. 
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& Syph. 28:508 (Oct.) 1933. 

26. Black, W. C.: The Etiology of Acute Infectious 
Gingivostomatitis (Vincent’s Stomatitis), J. Pediat. 20: 
145 (Feb.) 1942. 

27. Bregman, A.: Treatment of Erythema Multiforme 
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about the mouth, e. g., on the buttocks, genitali, 
and corneas. 


CONCLUSIONS 


In a considerable percentage of cases herpes 
simplex is an immediate preceding lesion 
recurrent erythema multiforme. 

Repeated vaccinations with smallpox vaccir; 
appear to be of value in the prevention of recur. 
rent erythema multiforme associated with 
preceding herpes simplex. 


Nore.—Since this paper was prepared I have ob- 
served 2 additional cases which confirm the observations 
Additional confirmation has been made by other ind 
pendent observers, as noted in personal communication: 
from Dr. Anker Jensen, of Los Angeles, and Dr. J, | 
Campbell, of Fort Worth, Texas. 


2007 Wilshire Boulevard. 


ABSTRACT OF DISCUSSION 
Dr. Francis W. Lyncu, St. Paul: Dr. Andersor 
deserves credit for noting the frequent coexistence of 
herpes simplex and erythema multiforme. He does not 
claim to have established an etiologic relationship but 
offers a suggestion for preventive therapy for a disease 
regarding which most physicians feel helpless. 


Negative evidence against a viral cause of erythema 
multiforme lies in the clinical relationship between that 
disease and erythema nodosum, a disease for whic 
bacteria seem rather well established as causing the 
majority of cases. Erythema multiforme is frequently 
preceded by some minor illness, or perhaps prodromal 
symptoms. Possibly the herpex simplex observed by 
Dr. Anderson is merely a result of those early symptoms 
rather than a trigger mechanism which evokes the ery- 
thema multiforme. 

Dr. Paut E. Becuet, Elizabeth, N. J.: While Dr. 
Anderson’s paper is a valuable contribution to the dis- 
cussion of the etiologic relationship of erythema multi- 
forme to herpes simplex, it does not in my opinion offer 
sufficient evidence .that such a relationship exists. In 
an extensive clinical experience of many years I have 
observed the association of herpes simplex and erythema 
multiforme so rarely as to be convinced that the etiologic 
factors of the two dermatoses are entirely unrelated. 
The fact that herpes simplex is one of the commonest 
of dermatoses and that the occurrence of erythema mul- 
tiforme is, in comparison, rather rare, together with the 
additional fact that the great majority of patients with 
intermittent attacks of herpes (four or more a yeaf 
for many years have never had erythema multiforme, is 
important evidence against Dr. Anderson’s conclusions 

Dr. Frep Wise, New York: The virus of herpes 
simplex produces definite and specific changes on the 
rabbit’s cornea and sometimes meningitis in the rabbit. 

It would seem to me that the next step, and the 
logical thing to do now by way of further investigation, 


is to inoculate the rabbit's cornea with material 
vesicles of erythenia multiforme and find out whether a, 
the same specific reaction is obtained, that is, keratini-J. “~ 
zation of the cornea and possible meningitis. ee ' 
Dr. NorMAN M. Epstern, San Francisco: The rela 
tion of herpes simplex to erythema multiforme is stil ereat 


not clear to me. 
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ANDERSON—ERYTHEMA 


\iter artificial fever therapy in the treatment of 
one commonly sees herpes simplex, particu- 
aiter the first episode of fever. Of several hundred 
‘ents so treated, 75 to 85 per cent have had herpes 
lex, but I have not seen erythema multiforme in 

t group. 
have under my care a young woman who has had 
rent herpes-simplex-like lesions of her lips asso- 
vith an erythema-multiforme-like eruption of the 
-tire mucous membrane of the mouth, without glabrous 
lesions. This woman has had these attacks for 
Hirteen years, and has been seen by many dermatolo- 
“sts, She has had various diagnoses. Some physicians 
» said that the eruption is erythema multiforme, and 
rs have diagnosed herpes simplex with lesions in 

e mouth. 


She has now for the first time gone a whole year 
thout an attack, following several series of smallpox 
cinations. 
Dr. ANTHONY C. Crpottaro, New York: I should 
to relate an embarrassing experience that I had 
‘sree years ago when a friend of mine, a general physi- 
‘an, referred to me a young woman who had extensive 
ropes simplex of the chin (two or three such attacks 
h year), for whom I advised smallpox vaccination. 
ad read about the complications of smallpox vacci- 
sation, but I had never had personal experience with 
‘rem. At the time of the patient’s sixth vaccination 
fever, malaise and symptoms of a mild encephalitis 
‘veloped. Fortunately, she recovered completely, but 
was in the hospital for a considerable time. 
| have been cautious about using smallpox vaccination 
r the treatment of herpes since that date. 


Dr. M. H. Epert, Chicago: It seems that the herpes 
rus is coming into its own. Many of you had the 
asure of listening to Dr. Lynch’s excellent paper on 
etiology of Kaposi’s varicelliform eruption. We have 
paper this afternoon by Dr. Lane on the same subject. 
is morning we heard that herpes virus plays some 
in the causation of erythema multiforme. As Dr. 
‘Vise has said, the proof of the direct relationship should 
easy. The herpes virus can be demonstrated in two 
ys: first, by animal inoculation, and that work was 
utiated by Griiter back at the time of World War I. 
was an ophthalmologist. As is known, herpes sim- 
sometimes affects the cornea. Griiter inoculated 
terial from a human cornea into a rabbit’s eye and 
t “takes,” got violent keratitis and in some instances 
encephalitis, 


Lowenstein some years later took up the work and 
jublished conclusions, and that started an enormous 
mount of experimental work. 

The interest was great because it was believed, since 

herpes simplex virus is neurotropic in animals, that 
‘was not only dermatotropic in human beings but at 
umes neurotropic and that it sometimes would cause 
n Economo’s encephalitis, which appeared for the first 
‘me during World War I in epidemic form. 

A great deal of work has been done along this line, 
‘perimentally and immunologically, and the question 
‘the relation of herpes virus to von Economo’s enceph- 
itis is still unsettled. 

1 my work, I have had occasion to do experimental 
tk on rabbits and on guinea pigs and dogs with the 
1erpes simplex virus using various controls. Among 
he controls I have used the bullae and vesicles of ery- 
‘ema multiforme and herpes iris and have obtained 
legative results. However, negative results do not mean 
great deal. 


wm 


MULTIFORME I 


Staining is another way in which the herpes virus 
can be demonstrated, since it is large—it measures 200 
millimicrons in diameter—and it can be stained by spe- 
cial stains. The best stain is that introduced by Hertz- 
berg, Victoria blue. That is not obtainable in this 
country at present; at least I have never been able to 
obtain it. Another means is use of Morosow’s staining 
procedure, which is a silver impregnation method and 
is fairly satisfactory. 

If the material is taken within the first twenty-four 
or forty-eight hours, the herpes simplex virus can be 
demonstrated in the vesicles. However, it is consider- 
ably more difficult to demonstrate than the virus of 
herpes zoster or the virus of vaccinia or the virus of 
chickenpox. I have been using lesions of erythema 
multiforme as controls for these stains. When they 
were negative, it was satisfying. It may be, however, 
that in cases of that disease and with that stain it is 
difficult to demonstrate herpes virus in the lesions. 

I think that if the herpes virus is the direct cause of 
erythema multiforme the fact will shortly be experi- 
mentally demonstrated. 


Dr. SAMUEL AyRES JR., Los Angeles: I want to 
express my appreciation for the thought that herpes 
may be at least one of the causes of erythema multi- 
forme. 


As long as the cause of the disease is in dispute, 
I should like to cite 1 case in which it apparently had 
a definite beginning: A woman physician was scratched 
on her finger by a cat, and the lesion became infected; 
about the tenth or eleventh day after the onset, when 
the lesion was still infected, typical erythema multi- 
forme, with iris-like lesions on both hands and arms, 
appeared. She stated that it was the first attack she 
had ever had. It is quite possible the herpes virus may 
be one of the trigger mechanisms, and in the other 
instances a bacterial infection may be the precipitating 
factor, as in this case. 


Dr. Epwarp F. Corson, Philadelphia: The consider- 
ation of erythema multiforme as a virus disease appears 
to me possibly to justify a treatment which a group of 
dermatologists in Philadelphia have been using for a 
good many years—the intravenous injection of mercuric 
cyanide. This drug has served to abort the disease in 
many cases and is so much appreciated by patients who 
have recurrent attacks that they frequently come early 
in the outbreak for treatment of this sort. It seemed to 
me to be only an empiric sort of procedure. 

I could not explain why we got these results, but 
the fact that erythema multiforme is stamped as an 
infectious disease seems to vindicate the use of such a 
treatment. 

Dr. Netson Paut ANpDERSON, Los Angeles: I stressed 
particularly in the paper that the observations were 
entirely clinical. I have made no experimental inocu- 
lations. 

It has been my impression, in studying the literature 
not only on virus diseases of the skin but on virus dis- 
eases in general, that experimental work with viruses 
has many pitfalls. A few years ago, when results of 
work on the virus of herpes simplex were published, 
authorities believed that this virus was the cause of 
epidemic encephalitis because it caused encephalitis in 
rabbits. Since that time I think that point of view has 
been changed. 


I believe that one can ask every person with herpes 
simplex that one sees for the next ten years without 
finding a history of erythema multiforme, but I believe 
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that the process should be reversed; I suggest that 
patients with erythema multiforme be asked regarding 
the previous presence of herpes simplex. 

I do not feel at all that the virus of herpes simplex 
causes erythema multiforme in the sense that one will 
ever find the virus in the lesion. I do know that this 
clinical observation of the frequent preexisting herpes 
simplex in persons with typical erythema multiforme is 
correct. This refers only to erythema multiforme for 
which there is no argument as to the diagnosis. It does 
not appear to be true of erythema multiforme which 


one man calls a toxic bullous eruption, and anether ¢a)! 
an atypical dermatitis herpetiformis while another m, 
believes the disease to be pemphigus. Finally, in ¢, 
management of recurrent erythema multiforme, th; 
newer point of view offers a therapy which, while no; 
100 per cent successful, is at least an improvement oy- 
the present methods of treatment. 

I think that this all goes to show that dermatologis;. 
are going to have to do more experimental work 
virus diseases of the skin and, perhaps, utilize some 
the newer methods, such as electron microscopy. 
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DERMATOSES 


IN THE RAT 


AND 


SUPERIMPOSED ON VITAMIN B 
DEFICIENCY i 
SULLIVAN 
OF THE UNITED STATES 
EVANS, ScD. 


BALTIMORE 


The lesion of vitamin A deficiency has been 
ined by Wolbach and Howe’ as atrophy of 
sany glands, arrest of growth, emaciation and 
lacement of many different single-layered 
itheliums by stratified keratinizing epithelium. 
e process of the change from the cuboidal 
columnar type of epithelium to the stratified 
ne is known as keratinizing metaplasia, and it 
s been demonstrated numerous times in various 
theliums other than skin.* There is no con- 
\ided by a grant irom the Rockefeller Foundation 
id Research Fund. 
From the Department of Dermatology, Johns Hop- 
University School of Medicine, and the Depart- 
t of Biochemistry, Johns Hopkins University School 
Hygiene and Public Health. 
|. Wolbach, S. B., and Howe, P. R.: Tissue Changes 
lowing Deprivation of Fat Soluble A Vitamin, J. 
per. Med. 42:753 (Dec.) 1925. 
2. (a) Wolbach and Howe.! (b) Yudkin, A. M., 
| Lambert, R. A.: Pathogenesis of Ocular Lesions 
roduced by Deficiency of Vitamine A, J. Exper. Med. 
8:17 (July) 1923. (c) Yudkin, A. M.: Changes in 
*e Paraocular Glands Accompanying the Ocular Le- 
wins Which Result froma Deficiency of Vitamin A, 
{, 38:25 (July) 1923. (d) Goldblatt, H., and Bani- 
chek, M.: Vitamin A Deficiency and Metaplasia, ibid. 
46:99 (Nov.) 1927. (e) Portman, K.: Investigations 
» the Histological Changes in Skin of Rats on Various 
nets, Acta path. et microbiol. Scandinav. 4:340, 1927. 
‘) Tyson, M. D., and Smith, A. H.: Tissue Changes 
ssociated with Vitamin A Deficiency in the Rat, Am. 
Path. 5:57 (Jan.) 1929. (g) Gudjonsson, S. K.: 
‘periments on Vitamin A Deficiency in Rats and 
‘ve Quantitative Determination in Rats of Vitamin A, 
penhagen, Levin & Munksgaard, 1930, p. 70. (A) 
Thatcher, H. S., and Sure, B.: Avitaminosis: III. 
Pathologic Changes in Tissues of the Albino Rat Dur- 
og Early Stages of Vitamin A Deficiency, Arch. Path. 
13:756 (May) 1932. (i) Chu, F. T., and Murphy, A.: 
‘he Early Signs of Vitamin A Deficiency in Albino 
Nats, J. Pediat. 5:68 (July) 1934. (j) Mori, S.: Pri- 
mary Changes in Eyes of Rats Which Result from 
eficiency of Fat Soluble A in Diet, J. A. M. A. 79: 
‘7 (July 15) 1922, (k) Mason, K. E.: Differences in 
-estes Injury and Repair After Vitamin A Deficiency, 
‘ittamin E Deficiency and Inanition, Am. J. Anat. 
32: 153 (March) 1933. (l) Wolbach, S. B.: The 


Pathologic Changes Resulting from Vitamin Deficiency, 
\. M. A. 108:7 (Jan. 2) 1937. 


(m) Hou, H. C.: 


fusion regarding the primary histologic altera- 
tions and the resulting lesions of the eye, the 
paraocular glands and the respiratory, gastro- 
intestinal and genitourinary systems. However, 
the question of the cutaneous lesion of vitamin A 
deficiency in the rat has been a matter of con- 
tention in many quarters, and it should be clari- 
fied. An analysis of the important early inves- 
tigations of the cutaneous lesion of vitamin A 
deficiency in the rat explains some of the con- 
fusion, and an appraisal of more recent inves- 
tigations of vitamin A deficiency in man as well 
as in the experimental animal brings out addi- 
tional reasons why there has been so much dis- 
pute. The first published account of cutaneous 
alterations due to vitamin A deficiency in the 
rat appeared in 1918, when McCollum, Sim- 
monds and Parsons * wrote: “These groups of 
rats developed very rough, scaly tails and numer- 
ous bleeding points over the surface. The ears 
were thickened and in the margins scales devel- 
oped. There was a cutaneous horn on the nose 
of each rat. These signs of pathological changes 
on the skin are common in our rat colony in 
animals fed certain types of faulty diet.” In 
1921 Steenbock, Sell and Buell* stated: “A 
fat-soluble vitamine deficiency is also far from 
being conducive to normal cutaneous nutrition 
so that very often, especially after an age of four 


The Relation of Vitamin A to Health and Disease, 
Chinese M. J. 50:1481 (Oct.) 1936. () Manville, 
I. A.: Pathologic Changes in White Rats Raised on 
Diets Deficient in Vitamin A, Arch. Int. Med. 35:549 
(May) 1925. (0) Munilla, A.: Vitamin A crecimiento 
del pelopen la rata blanca, Arch. Soc. de biol. de 
Montevideo 4:299 (April) 1936. 

3. McCollum, E. V.; Simmonds, N., and Parsons, 
H. T.: A Biological Analysis of Pellagra Preventing 
Diets: V. The Nature of the Dietary Deficiencies of 
a Diet Derived from Peas, Wheat Flour and Cotton 
Seed oil, J. Biol. Chem. 33:411 (March) 1918. 

4. Steenbock, H.; Sell, M., and Buell, M. V.: A Fat 
Soluble Vitamine E: VII. The Fat Soluble Vitamine 
and Yellow Pigmentation in Animal Fat with Some 
Observations on Its Stability to Saponification, J. Biol. 
Chem. 47:89 (June) 1921. 
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months has been reached, evidence of dermal 
malnutrition makes its appearance. The fur 
appears bushy and thin, cutaneous growths occur 
on the tail, ears and nose, and finally sores, which 
heal with difficulty, appear on the feet, limbs and 
body ; all bear testimony to this state of malnu- 
trition.” Manville *" found that there was a 
decreased activity of the sebaceous glands of 
vitamin A-deficient rats and that their “hair 
was bristling and dry and readily fell out.’”’ Wol- 
bach and Howe‘ referred to the humped posture, 
rough coat, emaciation and encrusted eyelids as 
familiar signs of the deficiency. They made 
observations of the skin of the eyelids and the 
base of the ear where the skin was included in 
the preservation of the eye and in the parotid and 
exorbital glands; in these locations they found 
no striking changes. In the most advanced 
stages of A avitaminosis they observed slight but 
demonstrable atrophy of the hair follicles and 
sebaceous glands. The epidermis in a few in- 
stances was thinner than that in control animals, 
and the keratinizing layer was less pronounced. 
Portman ** stated that the lesion of vitamin A 
deficiency in the skin of a rat consists of atrophy 
of various elements of the skin and great diminu- 
tion in the number of hairs as well as in their 
length and thickness. However, he considered 
such changes not entirely specific for vitamin A 
deficiency. Gudjonsson ** made extensive gross 
and microscopic observations of rats suffering 
with vitamin A deficiency. Regarding the skin, 
he observed only that the hair had lost its luster 
and smoothness and that there was scaling on the 
paws. Smith and Sprunt ® found that deficiency 
of vitamin A as well as of vitamin B resulted 
in atrophy of the sebaceous glands of the tail. 
Munilla *° stated that the first sign of vitamin A 
deficiency is a decrease in the length of the 
hairs ; later the fur is bristly, and there are swol- 
len eyelids, photophobia, pale skin, pale ears 
and pale tail; when the hair is shaved, there is 
a complete lack of regeneration in the shaved 
area. In a detailed description of the pathologic 
changes of vitamin A deficiency in rats, Hou *™ 
made only a brief mention of the skin. He stated 
that he had occasionally observed hyperplasia 
and hyperkeratinization of the epidermis. In 
1936 Klotz and Holman ® reviewed the subject 
of vitamin A deficiency and expressed the 
opinion that the cutaneous changes in animals 

5. Smith, S. G., and Sprunt, D. H.: Pathologic 
Skin Changes in the Tail of the Albino Rat on a Diet 
Deficient in Vitamin G, J. Nutrition 10:481 (Nov.) 
1935. 

6. Klotz, O., and Holman, W. L.: Recent Work 
on the Tissue Changes in Vitamin “A” Deficiency, Am. 
J. M. Sc. 192:409 (Sept.) 1936. 


7. Footnote deleted on proof. 
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described by the various investigators were no: 
caused specifically by deficiency of vitamin A- 
they suggested that the “growths . . on 
the tail, ears and nose” described by Stnreibo ck. 
Sell and Buell* were due to mites. Sulliva 

and Evans * recently showed that complicating 
deficiencies of the vitamin B complex, fat and 
essential fatty acids in experimental diets had 
been responsible for the misrepresentation of the 
vitamin. A deficiency syndrome in the past. 
When diets similar to those recommended in the 
past for the production of vitamin A deficiency 
were fed to young rats, the cutaneous signs 
which resulted were those which have been 
described in connection with various vitamin B 
complex deficiencies.? However, when young 
rats were fed a diet deficient only in vitamin A, 
there resulted a deficiency disease the gross and 
microscopic signs of which differed from the 
previously recorded descriptions of vitamin A 
deficiency. In uncomplicated vitamin A defi- 
ciency * there were no gross cutaneous altera- 
tions except during the very late stages of the 
deficiency, when it was not possible to exclude 
the effects of complicating deficiencies and the 
nonspecific effects of deficiency. Shaving ex- 
periments showed that vitamin A-—deficient rats 
retained the ability to regrow hair until the time 
when body growth had ceased. In the case of 
rats subsisting on inadequate total amounts of 
food but adequate relative amounts of vitamin A 
and vitamin B, “hair regeneration” occurred 
weeks after body growth had ceased.* In various 
groups of rats reared on vitamin B complex- 
deficient diets containing adequate and _ inade- 
quate amounts of vitamin A, there was a failure 
of regrowth of hair in the early stage of the 
deficiency, indicating that the sign described by 
Munilla,”° namely, the failure of regrowth oi 
shaved hair, was a manifestation of vitamin 5 
complex deficiency rather than one of vitamin A 
deficiency. The epidermis in the early stage oi 
uncomplicated vitamin A deficiency was of ap- 
proximately normal thickness. There was dila- 
tation of hair follicles, particularly in the upper 


8. Sullivan, M., and Evans, V. J.: Nutritional Der- 
matoses in the Rat: X. Vitamin A Deficiency, J. Nu- 
trition 25:319 (April) 1942. 

9. (a) Sullivan, M., and Nicholls, J.: Nutritional 
Dermatoses in the Rat: I. Vitamin Be Deficiency, J. 
Invest. Dermat. 3:309 (Aug.) 1940; (b) II. Skin 
Changes in Rats Deficient in the Entire Vitamin 5 
Complex Other Than Thiamine, ibid. 3:337 (Aug. 
1940; (c) III. Gangrene and Spontaneous Amputation 
of the Digits Produced by Combined Deficiency © 
Vitamin Be and the Filtrate Components, ibid. 4:125 
(April) 1941; (d) IV. Riboflavin Deficiency, ibid. 4: 
181 (June) 1941; (e) VI. The Effect of Pantothenic 


Acid Deficiency, Arch. Dermat. & Syph. 45:917 (May) 
1942. 
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half of the shaft, where the epithelial lining of 
‘he follicle was often atrophic. Frequently the 
sebaceous glands attached to the upper part of 
sides of the shaft were dilated and their 

lls were completely disintegrated. The lower 
tion of the follicle, including the bulb, re- 
ained intact, and in many sections the hair 
yas present and apparently structurally normal 
lespite the dilatation and atrophy of the upper 
yortion of the follicle, as a result of which there 

e dilated, thin-walled, biconcave spaces con- 
‘ining loosely arranged keratotic lamellas. In 
‘he late stage of the disease there were dilata- 
tion, disintegration and atrophy of the sebaceous 
slands in the lower portion of the follicle, with 
subsequent wide dilatation in the bulbar region 
1s well as in the upper part of the follicle. In some 
‘ases the epidermis also was atrophic in the late 
sage. Two months after the publication of 
ur observations Moult ** independently reported 
‘he histopathologic changes of rat skin in avita- 
minosis A. Although the composition of the 
diet in Moult’s experiment differed from the 
omposition of the diet used in our experiments, 
it was comparable in that it probably lacked 
nly vitamin A. Moult’s observations corre- 
sponded in many respects to those reported by 
us. He described dilatation and hyperkeratini- 
ation in the upper third of the shaft of the hair 
‘ollicle and drew a distinction between the pri- 
mary lesion for which the lack of vitamin A is 
specifically responsible and the secondary se- 
juelae of general atrophy of the sebaceous glands 
and loss of dermal fat stores, which are not 
specific results of vitamin A deficiency. 

In 1934 Frazier and Hu’ described in 
Chinese soldiers a dermatosis which they termed 
iollicular hyperkeratosis. In the majority of 
their patients there were ocular signs of vitamin 
\ deficiency, and the diets of the soldiers were 
leficient in vitamin A. The lesion consisted of 
hyperkeratosis and atrophy of hair follicles fol- 
lowed by plugging and hypertrophy of hair 
follicle epithelium. After the publication of 
Frazier and Hu’s findings and confirmatory 
observations of others,'! all discussions of vita- 


%. Moult, F. H.: Histopathology of Rat Skin in 
\vitaminosis A, Arch. Dermat. & Syph. 47:768 (June) 
10. Frazier, C. N., and Hu, C. K.: Cutaneous Le- 
sions Associated with a Deficiency in Vitamin A in 
Man, Arch. Int. Med. 48:507 (Sept.) 1931. 

ll. (a2) Sweitzer, S. E.: Skin Manifestation of 
Avitaminosis, Minnesota Med. 16:670 (Nov.) 1933. 


Loewenthal, L. J. A.: A New Cutaneous Mani- 
iestation in the Syndrome of Vitamin A Deficiency, 
\rch. Dermat. & Syph. 28:700 (Nov.) 1933. (c) 
Nicholls, L.: Phrynoderma, a Condition Due to Vita- 
min A Deficiency, Indian M. Gaz. 68:681 (Dec.) 1933. 
d) Goodwin, G. P.: A Cutaneous Manifestation of 
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min A deficiency included summaries of the 
internal changes in animals and the cutaneous 
alterations in man. As a result of grouping the 
histologic alterations of skin of man and the 
various other epitheliums of animals, there has 
developed an acceptance of the concept that the 
cutaneous lesion due to vitamin A deficiency 
is similar to that of other epitheliums and that 
it is the result of so-called keratinizing meta- 
plasia. 

There is an important consideration that has 
been unappreciated in previous discussions of the 
subject of vitamin A deficiency of the skin. In the 
skin the epithelium is of the stratified keratiniz- 
ing type. Therefore, keratinizing metaplasia in 
its literal meaning is an impossibility unless 
atrophy, which precedes the “metaplasia,” is so 
profound that a single-layered epithelium is pro- 
duced. Ketron** has questioned the propriety 
of the term “keratinizing metaplasia” as applied 
to the skin, even when seemingly only one or 
two layers of epithelial cells are present. He 
views the change as a shortening of the normal 
process of all keratinization, since the cells are 
of the same kind whether in normal or abnormal 
states, and he points out that atrophy may be 
associated with hyperkeratosis in various dis- 
eases of the skin in man. In Ketron’s opinion 
it is doubtful whether the same layer of cells 
can fulfil the function of keratinization as well 
as reproduction. The following are Weid- 
man’s *** comments: “A keratinizing cell is on 
the way out; its normal purposeful activities can 
no longer be a part of the economic life of epi- 
derm such as is connoted when metaplasias are 
introduced into the reactions of living tissues 
(whether they turn out to be useful or not). 
In short, ‘keratinizing metaplasia’ should be 
abandoned.” Frazier and Hu considered that 
keratinizing metaplasia had occurred in their 
patients because the follicular hyperkeratoses 
followed atrophy of at least a portion of the 
hair follicle epithelium and later there was pro- 
liferation of the epithelium near the keratinized, 
atrophied portion. Sullivan and Evans* ob- 
served hyperkeratinization of the upper portion 


Vitamin A Deficiency, Brit. M. J. 2:113 (July 21) 
1934. (e) Sweet, L. K., and K’ang, N. J.: Clinical 
and Anatomic Study of Avitaminosis A Among Chinese, 
Arch. Dis. Childhood 50:699 (Sept.) 1935. (f) Giblin, 
W. E.: Lowenthal’s New Cutaneous Manifestation 
in the Syndrome of Vitamin A Deficiency Observed in 
Papuan Natives, M. J. Australia 1:202 (Feb. 8) 1936. 
(g) Reiss, F.: A Contribution to the Cutaneous Mani- 
festation of Vitamin A Deficiency, Chinese M. J. 50: 
945 (July) 1936. 
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of hair follicles in the majority of 200 rats. It 
was difficult to be certain whether atrophy of 
the epithelium always preceded the process of 
hyperkeratinization. However, in most of the 
sections the hair follicle and/or the sebaceous 
gland epithelium was thinned as far into the 
follicle as the hyperkeratinization extended, 
whereas the portion of the hair follicle below 
the “plug” was apparently normal. Prolifera- 
tion of epithelium below the keratinized areas 
was not observed. In many cases an apparently 
normal hair was surrounded at the neck by 
thick hyperkeratosis. | Macroscopic spinous 
processes were not observed in 200 rats. This 
may have been because there were no foci of 
hypertrophied epithelium to aid in evaginating 
the horny plugs. However, the amount of 
hyperkeratotic material may not have been suffi- 
cient to protrude out of the follicular orifice and 
above the surface of the skin and to produce a 
horny spine comparable to the Frazier-Hu lesion 
in man. We have shown that in experimental 
vitamin A deficiency, atrophy of the entire skin 
and its appendages occurs in the late stage, when 
it is impossible to exclude the effects of inani- 
tion and superimposed deficiency. We have 
shown also that the signs of vitamin A deficiency 
in the rat may be delayed by increasing the 
amount of vitamin B complex in the vitamin 
A-deficient rats and that the deficiency signs 
may be precipitated by inadequacy of vitamin B 
complex and fat in a vitamin A-deficient diet. 
These observations indicate an interrelationship 
of vitamin A and the vitamin B complex and 
suggest the possibility that vitamin B complex 
deficiency preceded or accompanied vitamin A 
deficiency in man when follicular hyperkeratoses 
were produced. If such had been the case with 
the soldiers of Frazier and Hu, the concept of 
keratinizing metaplasia might have been fulfilled. 
On many occasions we have discussed at length 
with Dr. Frazier the adequacy of the diets of 
the Chinese soldiers in regard to the vitamin B 
complex and fat content. Dr. Frazier has stead- 
fastly maintained that so far as he could 
determine the soldiers’ rations were inadequate 
only in vitamin A. However, a later report from 
China by Reiss ‘“* has described a similar if not 
identical cutaneous lesion in natives subsisting 
on diets known to be deficient in the vitamin B 
complex as well as in vitamin A. 

The following experiments were planned to 
determine the effect of superimposing vitamin A 
deficiency on vitamin B complex (other than 
thiamine) deficiency. Thus an opportunity was 
provided for evaluating experimentally the effect 
of vitamin A deficiency on severely atrophied 
cutaneous epithelium. The conditions of these 


experiments should have been ideal for prody 


ecline 


ing keratinizing metaplasia in the skin if gy) 
a phenomenon were possible. 


EXPERIMENTAL STUDY 


Experiment 1—To 16 rats 21 days old was ied ; 
following diet (diet I): vitamin-free casein,)® 18 jy; 
cent; sugar, 66 per cent; melted butterfat, 8 per cen: 
McCollum Salts No. 51, 6 per cent, and cod liver oj/ 
2 per cent. Into each kilogram of the mixture 2 ny 
of thiamine hydrochloride was incorporated. The 
perimental ration, therefore, was deficient in the vit; 
min B complex other than thiamine. During the ¢: 
suing four weeks the rats either failed to gain weig! 
or lost weight. They were humped and weak. 1; 
skins were atrophic, and the furs were disheveled: ig 
some there was diffuse alopeeia. At this stage + 
animals were considered to have been depleted of ¢: 
vitamin B complex other than thiamine; they wer 
separated into four groups, IIA, IIB, IIC and [Jp 
each consisting of 4 animals. The previously descrity 
diet was discontinued and replaced by the following basf 
diet (diet II) : vitamin-free casein, 18 per cent; sugar, * 
per cent; lard, 10 per cent, and McCollum Salts No. ‘ 
6 per cent. Into the ration of group IIA, 10 per ce: 
of yeast of known potency *® was incorporated, and ac! 
rat in group A received a weekly supplement of 2. 
units of vitamin A as percomorph liver oil. No vitami 
A was added to the rations of groups IIB, HC and III 
Viosterol in oil (Mead, Johnson and Company ) supplic 
460 units of vitamin D each week, and to supply vitami: 
E each rat received a weekly supplement of 10 mg. cf 
alpha tocopherol (Merck). The vitamin B complex w: 
supplied as yeast incorporated at a 10 per cent level im 
the diet of group IIB, at a 5 per cent level into t 
diet of group IIC and at a 1 per cent level into th 
diet of group IID. In group IIC the percentage | 
sugar in the basal diet was increased from 56 to 6! 
per cent, and in group IID the percentage of suga 
in the basal diet was increased from 56 to 65 per cent 
because of the lower percentage of yeast. 


There was an increase in weight of 20 to 4 
Gm. per animal one week after the vitamin 5 
complex—deficient diet (diet I) was replace: 
by vitamin A-deficient diets IIB, which con 
tained 10 per cent yeast, and IIC, which con 
tained 5 per cent yeast, and the vitamin A contr 
diet ITA, which contained 10 per cent yeast 
The animals in the three groups immediately 
recovered from their almost moribund condition 
They were no longer weak and humped. Ther 
was regrowth of hair, and in two weeks th 
animals appeared to be normal in all respects 
In the control group (IIA) growth was con 
tinuous until the animals were killed at the en 
of the experiment. Microscopic examinatio! 
of the rats in group ITA showed fully recover 
normal skins. Between the eighth and elevent! 
weeks there was a plateau in the weight curve 
of the vitamin A-deficient groups (IIB an 
IIC) ; this was followed by slight and_ stead) 


13. S. M. A. Corporation. 
14. Mead Johnson and Company. 
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«line in weight until the animals died (fig. 1). 
-ular signs of vitamin A deficiency were noted 
ven to eight weeks after the vitamin A defi- 


.yt diets IIB and IIC were started. There 
sere nO gross cutaneous changes. Microscopic 


xamination showed the signs previously de- 
<ibed by us ® in association with vitamin A 
‘ficiency, namely, dilatation of the upper por- 
-on of the hair follicle and plugging with hyper- 
wratotic material. 


Jia 
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R 
A 
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Fig. L—Curve I is the weight curve of a group of 
ats reared on diet devoid of the vitamin B complex 
wer than crystalline thiamine hydrochloride. The 
wight at death was less than the weight at weaning. 
‘uve II A is the weight curve of a control group of 
ats previously depleted of the vitamin B complex other 
tan thiamine that were fed a diet containing adequate 
gurces of the vitamin B complex and vitamin A. 
sve II B and II C represents the gain in weight of 
ats previously depleted of the vitamin B complex that 
were fed vitamin A-deficient diets which contained 5 
ver cent and 10 per cent yeast as the sources of the 
itamin B complex. Curve II D is the weight curve 
ot a group of rats first depleted of the vitamin B 
mplex other than thiamine and then maintained on 
i diet deficient in vitamin B (1 per cent yeast) and 
aking vitamin A. At the stage when the generalized 
«aling was noted, this group was suffering with vita- 
un A deficiency superimposed on vitamin B complex 
eiciency. Each division on the vertical scale corre- 
nonds to 40 Gm. and each division on the horizontal 
ale to four weeks. 


There was only a slight significant difference 
ithe weight curves of the vitamin A-deficient 


soup IIB, which subsisted on a ration contain- 


1g 10 per cent yeast, and the vitamin A-de- 


laent group IIC, which subsisted on a ration con- 
‘aining 3 per cent yeast. 


However, in the vitamin 


‘-deficient group ITD, which ingested a diet 
‘ntaining 1 per cent yeast as the source of the 
‘tamin B complex after the initial period of 
‘tamin B complex depletion (fig. 1), there was 
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only a very slight increment of weight during 
the entire period of use of the vitamin A-defi- 
cient diet IID. None of the rats in this group 
gained more than 10 Gm., and at the end of the 
experimental period or at death the majority 
weighed less than their weights at weaning. All 
of the animals were weak and humped, and their 
appetites were poor. There was no restoration 
of the luster of the fur, which was uneven, short. 
bristling and often sticky and greasy ; the animals 
lacked interest in personal hygiene. There was 
a generalized scaly eruption composed of numer- 
ous discrete squamous plaques which were more 
abundant on the back. Microscopic examination 
showed thick, loose hyperkeratosis and atrophy 
of the epidermis, sebaceous glands and cutis 
(fig. 3). In some sections the hyperkeratotic 
lamellas filled in widely dilated follicular spaces 
or indentations in the wavy atrophic epidermis. 
These collections of corneous material were re- 
sponsible for the production of the squamous 
plaques that had been observed grossly. 

Experiment 2—To a group of 21 day old rats, total- 
ing 32 animals, was fed a modification of diet I. Perco- 
morph liver oil was used as the source of vitamin A, and 
lard was substituted for butter as the source of fat: 
otherwise the diet was similar to diet I. 

The purposes of this experiment were (1) to repro- 
duce in a larger number of animals the gross and 
microscopic cutaneous signs which were observed in 
group IID, (2) to compare the effects of a basal diet 
containing lard with those of a basal diet containing 
butter and (3) to compare the effect of a single large 
supplement of vitamin A administered at the beginning 
of the experiment with those of the same dose dis- 
tributed fractionally during the first period of the ex- 
periment, when the rats were being depleted of the 
entire vitamin B complex other than thiamine. The 
results of the experiment were similar to those in 
group IID except that the scaling and hyperkeratotic 
plaques appeared two or three weeks later. This was 
due probably to a slower initial depletion period. No 
significant differences were observed in the groups 
given supplements of single and of divided doses of 
vitamin A in the initial depletion period. 


The appreciation of the specific effects of a 
deficiency must await the perfection of an experi- 
mental diet deficient in only one factor. Until 
recently the diets employed for the production of 
vitamin A deficiency in the rat were deficient in 
the vitamin B complex, fat, essential fatty acids, 
and occasionally in vitamin E. Inasmuch as 
there were complicating deficiencies in all of 
the important investigations of vitamin A defi- 
ciency, it is no wonder that the cutaneous lesion 
was misrepresented. An unusual set of circum- 
stances was brought about by Frazier and Hu’s *” 
discovery of a cutaneous lesion in man which 
they considered to be the result of vitamin A 
deficiency. Thereafter the erratic cutaneous 
changes observed in vitamin A-deficient rats 
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were overlooked, and reviews dealing with the make valid a general scheme for one species 
subject grouped the changes observed in human was our original aim to perfect a vitamin 
skin with the changes in various other epi- deficient diet and thereby produce a cutanefh.o 
theliums of experimental animals. This was an lesion which was specifically the result off... my 
luced 


not | 


Fig. 2.—A, back of a rat that was depleted first of the vitamin B complex other than thiamine and | 


maintained on a diet deficient in vitamin A as well as in vitamin B complex. The character of the eru! 
is that of a diffuse, loose, generalized scaling. B, the the early stage, before scaling is generalized. There 
small discrete squamous plaques which should not be confused with the discrete follicular spinous proc 


described by Frazier and Hu? and others.!! 


example of substituting the findings in one organ, deficiency of vitamin A in the rat. To our TM jute 
the skin, of one species, man, in the scheme of prise there were no gross cutaneous SIg™S By \j:am 
findings in various organs other than skin for vitamin A deficiency in uncomplicated vitaming, iy). ,, 


another species, namely, the rat. In order to deficiency of the rat.’ However, there ; 
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yd certain microscopic alterations * 
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of the changes described by Frazier and 
Furthermore, when we compared signs 


gncomplicated vitamin A deficiency with signs 


juced by vitamin A deficiency complicated 
vitamin B complex deficiencies, we found 
- not only had we demonstrated the reason 
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complex in the vitamin A-deficient diet, and 
the signs of vitamin A deficiency were accel- 
erated and intensified by vitamin B complex defi- 
ciencies and deficiencies of fat in the vitamin 
A\-deficient diets. Popper, Steigmann and Dynie- 
wicz '* showed that when hepatic damage was 
produced experimentally in rats the damaged 


ig. 3.—Microscopic examination shows (4) atrophy of epidermis and sebaceous glands and loose hyperkera- 


200). 


r to vitamin A lesion in man (dorsum; & 200). 


the misrepresentation of the cutaneous signs 


itamin B complex deficiency for cutaneous 


sis of vitamin A deficiency but that there was 
i interrelationship of the vitamin B complex 
Vitamin 
sible to delay the signs of vitamin A defi- 


A deficiencies in the rat. It was 


. by increasing the amount of the vitamin B 


In B, hyperkeratotic material fills the dilated upper portions of some of the atrophic 
iollicles and the crevices of the atrophic wavy epidermis. 
tmis, which produces follicular mounds through which spicules may 


Note that there are no areas of hypertrophied 


protrude to produce a lesion 


gross 


areas in the liver contained more vitamin A than 
the uninvolved areas of the liver and the injured 
areas more slowly released vitamin A than it 


15. Popper, H.; Steigmann, F., and Dyniewicz, H. A.: 
Distribution of Vitamin A in Experimental Liver Dam- 
age, Proc. Soc. Exper. Biol. & Med. 50:266 (June) 
1942. 
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was released by the normal areas of the liver. 
It is not unlikely that there is less hepatic damage 
in rats reared on diets deficient only in vitamin 
A than in rats subsisting on vitamin A-deficient 
diets complicated by other deficiencies which are 
capable of producing various types of disease of 
the liver. The explanation for the interrelation- 
ship of the vitamin B complex, fat and vitamin A 
deficiency may have its basis in these facts. 


DERMATOLOGY 


AND S¥YPHTLOLOGY 
ciency. 
devoid of the vitamin B complex other than th 
mine was fed until the skin and appendages 
the rat were atrophic and the rat was practical 
moribund. 


barely sufficient to maintain life 


atrophic single-layered cutaneous epithelium a 


Fig. 4.—Sections from base of tongue (« 60) of vitamin 
Note the proliferative changes in the gland ducts at the bast 


change known as keratinizing metaplasia. 
the tongue. 


Having produced a microscopic cutaneous 
lesion of vitamin A and having demonstrated an 
interrelationship of the vitamin B complex and 
vitamin A, the next step was to determine 
whether a cutaneous lesion grossly similar to the 
Frazier and Hu lesion could be produced in the 
rat. Experiments 1 and 2 were planned in 
order to demonstrate the effect of superimposed 
vitamin A deficiency on vitamin B complex defi- 


3 
| 


A-deficient rats. This is an illustration 


atrophic, disintegrated hair follicles and se! 


ceous glands. These circumstances provi 
the nearest approach for producing, or, ™ 
precisely, for reproducing, “keratinizing met 


plasia” from a single layer of epithelium, an¢ @ 


the same time there was an opportunity 
observing the effects of the 
ciencies. 
alteration 


In the original depletion period a dj 


Vitamin A was then withdrawn apy 
the vitamin B complex was added in an amo 
Thus vitam; 
A deficiency was produced in sick rats wi 


combined de! 
The resulting microscopic cutanect 
consisted of only a partial restitute! 
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the epithelium and the production of excessive 
ratinization in the widely dilated and atrophied 
icles and in the wavy epidermis. There was 
hypertrophy of portions of the hair follicle 
thelium such as Frazier and Hu reported in 
inese soldiers. The collections of excessive 
oerkeratinization accumulated to form small 
ramous plaques rather than horny spicules. 
ere were no mounds of epidermis with craters 
»m Which the horns projected, and this was 
hably due to lack of proliferation of hair 
licle epithelium. On casual glance there may 
some resemblance of, the lesion of the rat to 
conventional notion of the gross lesion in 
human adult, but a critical appraisal of the 
ss changes viewed in conjunction with the 
‘oscopic changes will demonstrate the dis- 
-mlar features of this and the original Frazier 
| Hu lesion. In differential diagnosis the 
taneous disease of rats most likely to be con- 
ed with this disease is fat deficiency. Frazier, 
Chu ' recently showed that in infants 

Frazier, C. N.; Hu, C., and Chu, F.: Variations 
utaneous Manifestations of Vitamin A Deficiency 
Infancy to Puberty, Arch. Dermat. & Syph. 48: 
uly) 1943. 
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and prepubertal children suffering with vitamin 
A deficiency follicular damage is rare and 
hypertrophy of epidermal cells, usually seen in 
adults in similar circumstances, is not present. 
They presented evidence that there is a pro- 
gressive development of follicular hyperkeratosis 
which is correlated with the subjects’ age. In 
our experiments recently weaned rats were 
studied. At some future date the experiments 


will be repeated to determine whether there is 
a correlation of the development of follicular 
hyperkeratosis with the age of the rat. 


SUMMARY 


Young rats were depleted of the vitamin B 
complex other than thiamine hydrochloride. 
When the skin was atrophied and consisted of 
a single layer of epithelium, vitamin A was 
withdrawn from the diet and the vitamin B 
complex was supplied in an amount barely 
sufficient to maintain life. There resulted a gen- 
eralized cutaneous lesion consisting of numerous 
small scattered squamous plaques. Microscopic 
examination showed atrophy of the epidermis 
and appendages, dilatation of atrophic hair fol- 
licles and excessive hyperkeratinization. 
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TREATMENT 


BENSON 


NEW 


A. 


Some time ago my attention was directed, 
purely by accident, to the possible value of iodine 
given internally in the treatment of disseminated 
lupus erythematosus. 

I was called in consultation to see a patient 
suffering with this disease, the diagnosis having 
been made by Libman and sacks and confirmed 
by two dermatologists. I suggested, among other 
things, that a thorough laboratory investigation 
be made for possible foci of infection. About 
two weeks later I was amazed to see this patient 
enter my office, seemingly perfectly well and 
without a vestige of his former generalized 
eruption. He had come in to ask my advice 
about his going to Atlantic City for a rest. The 
patient stated that since I had seen him he had 
been given some sort of dye in preparation for 
roentgenograms of the gallbladder and a gastro- 
intestinal series. The dye had made him deathly 
ill, producing severe chills followed by a high 
fever (the temperature reaching 105 F.), nausea 
and profuse and almost continuous diarrhea that 
lasted thirtv hours. However, as his reactions 
subsided, all the symptoms of lupus erythematosus 
disappeared. 

The radiologist who had taken the roentgen- 
ograms told me that the dye contained iodine 
and phenolphthalein and that the patient had had 
no other medication while he was in the hospital. 
I wondered at first whether it could have been 
the extreme dehydration and the high fever that 
had caused his symptoms to disappear. Then, 
recalling the beneficial results I had frequently 
observed in fixed types of discoid lupus ery- 
thematosus when the lesions had been painted 
with strong solution of iodine, I decided that in 
all probability it was the iodine which had been 
the healing agent. I then resolved to give it 
internally at the first opportunity. Subsequently 
I treated 5 patients with disseminated lupus 
erythematosus by this method. It is my purpose 
in this paper to report the apparently successful 
results of the administration of iodine by mouth 
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to 5 patients with disseminated lupus eryther 
tosus. 

This disease is generally regarded as seri 
and, while in a number of cases there have |, 
remissions or exacerbations or both under tre 
ment with any one of a variety of remedies 
even occasionally without treatment at all, m 
dermatologists are agreed that the outcome 
usually fatal. Banks? stated that the mortal 
of acute types exceeds 90 per cent and that 
the mild types averages 50 per cent. Cornbl 
reported on 3 patients with acute and subac 
forms of disseminated lupus erythematosus w 
were favorably influenced by injections of 11 
extract. Two of his patients subsequently dig 
Hopkins * cited an instance of acute disseminaif 
lupus erythematosus apparently precipitated 
roentgen rays and also apparently cured 
sulfanilamide. 

Every physician knows that it is sometin 
difficult to recognize the various types of ly 
erythematosus, particularly when few or no c 
stitutional symptoms are present. As has I 
quently been pointed out before, the symptoms 
this disease are easily confused with those 
dermatomyositis, scleroderma and acute rh 
matic fever. The pathologic changes are al 
strikingly similar to those that occur in the tht 
diseases just mentioned, all affecting principa 
the vascular system. 

Klemperer, Pollack and Baehr * expressed t 
opinion that lupus erythematosus is a disease 
connective tissue causing widespread alterati 
of the collagen fibers. They stated further t! 
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¥e straightening and thickening of the collagen 
ers, their apparent friability, their intense 
snophilia and refractibility, together with 
ble increase in the ground substance can be 
only to a profound physicochemical aberra- 
sof the colloid state of the connective tissues.” 


[here are many views as to the cause of lupus 
:thematosus, the two most widely accepted 


tuberculosis and streptococcic infection. 


oer ° cited 2 cases of acute lupus erythema- 
sis, in each of which there were clinical and 
ratory findings suggestive of adrenal insuffi- 
cy. In neither case, however, was the com- 
e syndrome of Addison’s disease present. 
| have always felt that the behavior of acute 
»] subacute lupus erythematosus, as well as the 
thologic changes, are suggestive of infection. 
mortem examination of 1 of my office pa- 
ats a number of years ago showed all the 
ous cavities filled with fluid, endocarditis with 
vetations on the cardiac valves and congestion 
the liver, spleen and bone marrow, all of which 
strikingly similar to conditions observed in 
reptococcic infection, but all smears and cul- 
es Were negative for pathogenic organisms, as 
re the many cultures of blood taken during the 
sent’s illness. 
Whatever the cause of lupus erythematosus 
seminatus, one point stands out clearly in the 
s of patients I have observed: Each one gave 
story that exposure to light or severe sunburn 
vavs preceded the appearance of the cutaneous 


REPORT OF CASES 


1—Subacute disseminated lupus erythematosus. 
Mrs. S. B., a 27 year old white woman, was admitted 
city Hospital in January 1944, for treatment of a 
ralized erythematous, scaly eruption with consti- 
tonal symptoms of five months’ duration. 

ast History—The patient’s past, personal and family 
tories were irrelevant. She had always been well 
tl 1941, when she had a severe streptococcic sore 
at. For two years thereafter she suffered from 
gratory articular pains affecting the toes, ankles, 
ees, fingers and wrists and characterized by the recur- 


kee of small red tender spots over the affected joints, 
ren accompanied by a general swelling and stiffness 
fall the joints. 


Present Illness —The present illness began five months 


hor to admission with a red, itching, scaling sunburn- 
e eruption on the face and upper part of the chest 


lowing prolonged exposure to the sun. Most of the 
‘in front, on the temples and on the back of the scalp 
! out. She had a fever and lost weight. The tem- 
rature would often be normal for several days or 


ks and then rise as high as 104 F. without any 
tyarent cause. She was studied thoroughly in another 
‘pital, where results of all tests were found to be 


5. Jager, B. V.: Disseminated Lupus Erythema- 


‘us: Report of Two Cases with Unusual Clinical 
anifestations, Arch. Dermat. & Syph. 46:362 (Sept.) 


essentially normal, including the blood count. About 
three months ago an abscess which had developed on 
the right heel was opened and much pus drained. Cul- 
tures of this pus showed many hemolytic streptococci. 
She had lost 35 pounds (15.9 Kg.) in weight in a period 
of five months, was weak and complained of dull pains 
in her joints. 

Examination.—Examination showed a thin, apparently 
seriously ill young woman in bed with a generalized 
eruption covering the entire face, neck, upper part of 
the chest and extensor surfaces of the extremities, with 
blotchy, erythematous, scaly patches over most of the 
other parts of the cutaneous surface. The lesions, which 
were dry, were most pronounced on the sides of the face, 
bridge of the nose, scapular regions and outer surfaces 
of the arms. There were some telangiectasia and ad- 
herent dry scales. Her finger tips were dark blue and 
scaly, with dilated blood vessels. In places there was 
apparent atrophy, most evident over the scapulas and 
around the elbows. 

Results of the general physical examination were other- 
wise normal except for a low-pitched, soft, systolic mur- 
mur over the precordium, heard best at the apex. The 
lungs were clear, the abdomen soft and flabby and the 
liver and spleen not palpable. All the deep reflexes 
of the upper and lower extremities were normal. The 
pupils were equal and reacted readily both to light and 
in accommodation. Examination of the fundi revealed 
a toxic retinitis in both eyes, a slight elevation of the 
disks and exudates. Her weight was 76 pounds (34.5 
Kg.). Her temperature was 103 F., her pulse rate 110 
and her respiratory rate 22. 

Laboratory Data.—The results of the examination oi 
the blood were as follows: hemoglobin content, 84 per 
cent; red blood cells, 3,700,000 per cubic millimeter, and 
white blood cells, 5,200, with a normal differential count. 
The sedimentation rate was not increased. The blood 
chemistry was within normal limits. Repeated cultures 
of the blood were negative for pathogens. The urine 
showed a trace of albumin but no porphyrin. Neither 
the electrocardiogram nor the roentgenogram of the 
chest revealed any abnormality. On examination the 
bone marrow was normal. 


Treatment.—Treatment consisted of three blood trans- 
fusions (250 cc. each) given at five day intervals, a 
high caloric diet (3,600 calories per day), vitamins and 
3 drops of 7 per cent tincture of iodine three times a 
day. Boric acid ointment was applied locally. The 
patient’s progress was rapid. She gained in weight; 
the pains in her joints became less severe; her tem- 
perature fell to normal, and the rash showed a change 
for the better. After she had taken the iodine for 
three weeks, the eruption disappeared almost entirely, 
except for patches of erythema and scaling, mainly over 
the scapulas, elbows, knees and fingers. At this time 
a large fluctuating abscess the size of a lemon de- 
veloped on the right side of the upper jaw and a 
similar one on the outer aspect of the right thigh. 
There was no local pain, tenderness or redness of the 
skin covering these swellings. The administration of 
iodine was stopped. The abscesses were punctured, 
and a thin, gray, puslike material exuded. A culture 
of this pus yielded Staphylococcus aureus. The wounds 
healed rapidly, and twelve days later the use of iodine 
was resumed. During her stay in the hospital the 
patient contracted erysipelas of the right side of the 
face, for which she was given sulfathiazole. She re- 
acted badly to the drug, having a sulfathiazole dermatitis 
and symptoms of depression, lost weight and felt ill. 
She gave a history of having been given sulfanilamide 
on two previous occasions, with a similar reaction each 
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time. Use of the drug was discontinued, and she 
recovered promptly. She continued to gain in strength 
and weight; the articular pains lessened, and when after 
four months of treatment, she was given a leave of 
absence from the hospital for three weeks she was 
entirely free from all cutaneous lesions and had gained 
a total of 8 pounds (3.6 Kg.) in weight. On her return 


she was better in every way and still free from all 
lesions. 
At the time of writing the patient is 15 pounds 


(6.8 Kg.) heavier and seems remarkably well, and her 
only complaint is of transient pains in the joints of the 
fingers and in the wrists, occurring usually in the 
evening. The skin shows only light-colored leuko- 
dermic areas and brown macular areas. The hair has 
grown back on the areas of the scalp where it had come 
out before. She is continuing the iodine treatments. 


CasE 2.—Lupus erythematosus disseminatus and 
lichen-planus-like eruption due to gold. 
R. S., a 61 year old white man, consulted me in 


January 1943, complaining of a generalized eruption of 
ten months’ duration. 

Past History—His past and family histories were 
essentially irrelevant. 

Present Illness —The present illness began with pea- 
sized to dime-sized dark red spots on the shins, accom- 


panied by soreness in the muscles of the legs. His 
physician made a diagnosis of rheumatism and _ pre- 
scribed tablets. The eruption cleared in one week. 


Three weeks later red scaly areas appeared on top of 
his scalp and one on the right side of the nose, with a 
redness and swelling of the ears which the patient 
described as looking like “red cabbage.” A diagnosis 
of lupus erythematosus was finally made, and the 
patient was given intravenous injections of sodium gold 
thiosulfate and intramuscular injections of a bismuth 
preparation. After five injections of gold and five of 
bismuth the rash spread over the entire face and neck 
and the patient became so sensitive to light that the 
treatment was discontinued. Daylight or lamp light 
caused the skin to itch and burn severely and to smart 
all over with “needles and pins” sensations. He was 
then given solution of potassium arsenite. By this time 
the rash had covered most of the body and the extremi- 
ties, including the soles and palms. The patient was 
seriously ill for three weeks, and his recovery was 
despaired of. His temperature ranged from 102 to 
103 F. He became weak and lost weight. Lichenoid 
bluish red papules which were thought to be lichen 
planus formed at the borders of the red scaly lesions 
on the backs of the hands and on parts of the trunk. 
Histologic examination confirmed the clinical suspicion. 
Sores developed on the mucous membranes of the mouth 
and along the borders of the lips. The feet and hands 
became blue, swollen and painful and tender to touch. 

Examination—Physical examination revealed a fairly 
well nourished and well developed white man, who was 
obviously uncomfortable but did not appear seriously 
ill. The heart, abdomen, liver and spleen were es- 
sentially normal. The deep reflexes of the upper and 
lower extremities were normal. The pupils were equal 
and reacted well both to light and in accommodation. 
The skin of the face, ears and back of the ears and, 
more especially, of the neck and upper portion of the 
chest was light to dark red, with thickening and scaling. 
There were red, shiny pea-sized to dime-sized papules 
at the margins. The entire vermilion border of the 
lower lip was red and scaly. On the trunk, reaching to 
the waist line but more especially on the upper part, 
and over the upper extremities, the skin was mottled 
and dark brown, with some areas of apparent atrophy 
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and .telangiectasia the size of a pea or dime. Ty, 
palms and soles and the toes and fingers were bly). 


red, shiny and soft, and both feet and hands y, 


deeply cyanotic. There was superficial scarring alo, 
the palmar surfaces of most of the fingers of hy» 


hands. A biopsy specimen from one of the 
showed lichen planus. 
plaque showed possible lupus erythematosus. 


papu 


Laboratory Data.—Examination of the blood show, 


a hemoglobin content of 76 per cent, 3,900,000 red | 
cells, and 7,800 white blood cells, per cubic millime; 
ot which 68 per cent were polymorphonuclear neyt; 
phils, 4 per_cent polymorphonuclear eosinophils, 16 , 
cent lymphocytes and 12 per cent monocytes. 7 
urine showed only a trace of albumin. The Wass 
mann reaction was negative. The blood chemistry 
normal. 
Treatment.—The patient was given a high calo; 
diet, injections of sodium thiosulfate, crude liver extra 
intramuscularly, magma of bismuth N. F. locally a 


strong solution of iodine U. S. P. (3 drops increas: 


to 9 drops three times a day). He has taken this at inte: 


vals for about a year. His condition has gradually 

continuously improved, and his eruption has disappear 
He is no longer sensitive to light and is able to wo 
in his garden without difficulty. He says that his f 
are better in warm weather but that on hot days t 
feet and hands sweat profusely and swell. 
cold produces cyanosis and tingling in the feet 

hands. He recently took nicotinic acid for three da: 
against the advice of a dermatologist, but had to si 
because of flushing and tingling of his hands and i 

Case 3.—Disseminated lupus erythematosus. 


W. H., a 51 year old white man, was admitted : 


the hospital on June 7, 1943, with a generalized erupt 
of nine weeks’ duration. 


Past History.—His past history was essentially un; 


important except for curvature of the spine which | 


been present since early childhood. He had had short4 


ness of breath and a sensation of pressure over the hea 
on exercising for ten years, symptoms attributed by 


physician to excessive indulgence in alcohol and ex- 


cessive smoking. He also had frequent pains in t 
right scapular region. He had always been constipat 
Ten years ago a diagnosis of peptic ulcer had be 
made. 
posedly cured. All of his teeth except two had bee 
extracted because of the ulcer. 

Family History—The patient’s mother died at t 
age of 62 from uremia and his father at the age 
61 from cerebral hemorrhage. One brother died 
tuberculosis one and one-half years before I saw 
patient, and another died from a ruptured blood vessel 
the heart. Five other brothers and sisters were livi 
and well. 

Present Illness—The present illness began two a! 
one-half months before admission, following sunbu' 


~heeks 


manifesting itself as a bright redness of the nose, che 


bald scalp, entire face, neck and upper part of the ches 


Instead of the sunburn’s clearing, a red, blotchy er 
tion remained in the affected parts and gradually spr 
at the periphery to involve the greater part of the trun 


the upper and lower extremities and, more particular 


trot 


the extensor surfaces of the upper extremities and 1 
the knees down. The parts became a dark, 
purple, red and scaly. The patient was not particula' 
ill but tired easily on exertion and felt restless 


uneasy and at times weak. His local physician diagnos 


the eruption as sunburn. A dermatologist whom 


saw later considered it to be lupus erythematosus 4” 


A later specimen from the scqiy 


Extremal 


He was treated for this disease and was su 


almost 
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iim with local applications of a soothing nature 
But the 


with injections of calcium gluconate. 
tion still continued to spread. 


inatton.—Physical examination showed a well 
eloped and well nourished man, who, with the ex- 
tion of a spinal curvature, had no physical ab- 
malities whatsoever. His blood pressure was 120 
solic and 74 diastolic in both arms. There was an 
sional extrasystole over the heart. 


e scalp, ears, face and neck and the upper part of 
chest and back were covered with a uniform, dark 
eht, finely desquamating, red, macular and blotchy 
tion, and a few areas from pinhead size to the size 
fiity-cent piece were scattered over the remaining 
rts of the trunk. The legs from the knees down, as 
|as the dorsum of the feet and toes, were dark red, 
scattered petechial hemorrhages. Some areas were 
ehtly scaly. There was no atrophy or telangiectasia. 
mucous membranes were clear. 
ratory Data—The hemoglobin content, red and 
te blood cell counts and platelet count were all 
entially normal. The serum cholesterol level was 
mg. per hundred cubic centimeters, the blood sugar 
93 mg. and the serum nonprotein nitrogen level 
mg. The urine was normal. <A tuberculin test 
ited negative reactions with dilutions of both 1: 1,- 
(00 and 1: 100,000. The Wassermann and cephalin 
ulation reactions were both negative. 


electrocardiogram revealed no abnormalities 

ept for one premature beat. Roentgenograms of 
heart, jaw, gallbladder and chest showed them to 
normal. A roentgenogram of the sinuses showed 
lence suggestive of some chronic pathologic changes 
the right frontal and right ethmoid sinuses. Roent- 
nograms of the cervical portion of the spine showed 
pertrophic spur projecting downward from the 
er anterior surface of the sixth cervical vertebra. 
ere was a low irregularity in density of the lower 
terior portion of this vertebral body. Otherwise the 
rtebral bodies, the intervertebral disk spaces and the 
‘eral articulations appeared normal. Roentgenograms 
the dorsal portion of the spine showed decided 
phoscoliosis, with the apex of the curve directed to 
e right. There was a generalized decalcification of 
hones of the spine. The vertebral bodies from the 
to the ninth dorsal vertebra showed anterior wedg- 

x, the degree of wedging becoming increasingly more 
ere toward the apex of the curve at the seventh. 
lies of the vertebrae of the thoracic portion of the 
ne from the fifth to the ninth thoracic vertebra 
not remarkable. There was also some narrowing 
the left side of the bodies of those vertebrae in that 
tion of the spine which showed the greatest curva- 
re, that is, from the fifth to the ninth vertebra. The 
‘x spaces on the left side were slightly narrowed also 
his area, but otherwise they showed no remarkable 


patient was discharged from the hospital at the 
t one week after the completion of this investiga- 
. and was readmitted on August 2 for treatment. 


perature varied from 98.5 to 99 Fk. Treatment was 

iodine, first painted on the localized areas and later 
ninistered by mouth. Three and five-tenths per 
t tincture of iodine was applied to the face, forehead, 
k, chest, upper part of the back and shoulders. Later 
is strength was increased to 16 per cent, but its use 
«l to be stopped almost immediately on account of a 
matitis which developed soon after it was first 
pied. Strong solution of iodine U. S. P. was then 
«1 hy mouth, 3 drops three times a day at first and 
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gradually increased to 10 drops three times a day. All 
of the cutaneous lesions gradually improved, and the 
patient felt better in every way. He gained in weight 
and was discharged on August 24, much improved. 

He has been free of all lesions since December 1943. 
There is now only depigmentation and hyperpigmenta- 
tion over most of the parts formerly affected. He has 
continued treatment at his home, coming to the office 
once a week. Treatment has consisted of iodine applied 
locally ior a few days, alternated with strong solution 
of iodine U. S. P. or tincture of iodine by mouth, in 
addition to vitamins by mouth and a high caloric diet. 
His general health has greatly improved; he has gained 
about 15 pounds (6.8 Kg.) in weight, and he is feeling 
in perfect condition. 

Case 4.—Subacute discoid lupus erythematosus super- 
imposed on disseminated lupus erythematosus. 

Mrs. I. H., a 42 year old white American housewife, 
was admitted to the hospital on Sept. 20, 1941, complain- 
ing of redness and scaling of the skin on the face, upper 
part of the chest, upper extremities and legs of two 
months’ duration. 

Family History—Her mother died in 1937 of carci- 
noma of the uterus. Her father died at 52 of heart 
trouble. She has two healthy children aged 10 and 19, 
The iamily history is otherwise irrelevant. 

Past History—The patient had measles, diphtheria, 
scarlet fever and whooping cough as a child. She had 
two severe sunburns, one at the age of 15 and another 
three years before admission. One year later she con- 
sulted a physician about a bald spot on the front of the 
scalp. She said the biopsy from the area showed lupus 
erythematosus. She had no other lesions at the time. She 
was treated with injections of a bismuth preparation. In 
February 1939, a week or two after the extraction of 
two devitalized teeth, an eruption, which was smooth 
and red but not rough, appeared all over the face and 
chin. She was given three more injections of bismuth, 
after which the redness disappeared. She had no 
further trouble until her present illness. 

Present Illness—In July 1941 after two weeks’ 
exposure to the sun at the seashore, the patient’s neck, 
face, upper part of the chest and upper and lower 
extremities, parts not covered by her bathing suit, be- 
came red, although, unlike sunburn, there was _ little 
soreness. Two weeks later the shins became dark red. 
The only subjective symptom was a slight itching. She 
consulted a physician, who again gave her injections 
of the bismuth preparation, this time without any im- 
provement. The parts became dry and slightly scaly. 

Examination—Examination showed a well developed 
and well nourished woman, apparently not seriously ill. 
The general physical examination was essentially non- 
contributory. On both sides of the face and cheeks 
and on the chin and the front and sides of the neck, 
the upper portions of the back and chest, the upper 
extremities and the legs from the knees down was a 
blotchy, macular, light to dark erythematous eruption 
with scaling in some areas, and the legs showed some 
small petechial hemorrhages. There was no telangi- 
ectasia or atrophy, nor were there any patulous follicles. 
On the front of the scalp, just back of the hair line 
on the forehead, was a white bald atrophic area 5 cm. 
in diameter. 

Laboratory Data—The hemoglobin content, red and 
white blood cell counts and platelet counts were all 
normal. The serum nonprotein nitrogen level was 23 
mg. per hundred cubic centimeters. The Wassermann 
and cephalin flocculation reactions were both negative. 
The tuberculin test elicited negative reactions with 
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dilutions of 1: 1,000,000 and 1: 100,000. A culture from 


the throat showed no hemolytic organisms. An electro- 
cardiogram and roentgenogram of the heart were both 
normal. Roentgenograms of the sinuses and of the 
gallbladder showed no abnormalities. Roentgenograms 
ot the chest revealed calcifications in the left hilar and 
left pulmonary fields, as well as in the left cervical 
region. A biopsy of the skin showed some _ hyper- 
keratosis and a fairly narrow but easily discernible 
granular layer with atrophy of parts of the epidermis. 
Some of the superficial capillaries were dilated. Small 
foci of lymphocytic infiltration were found perivascularly 
situated. There were similar changes about the hair 
follicles. A definite edema was also noted. The changes 
were consistent with a diagnosis of lupus erythematosus, 
although they were not those of a well developed case. 

The patient was given 3 drops of strong solution of 
iodine U. S. P. three times a day, and the right upper 
extremity was painted with 3 per cent tincture of iodine. 
Her improvement was rapid. The entire skin was almost 
clear when she was discharged, five weeks after ad- 
mission. The arm that had been painted with 3 per cent 
tincture of iodine was the last part of the skin to become 
normal, the nonpainted portions having recovered some 
weeks earlier. The patient has been well for more than 
two years. 

Case 5.—Lupus erythematosus disseminatus. 

Mr. I. L., a 47 year old, single, Swedish-American 
engineer on a tanker, was first seen on April 5, 1943, 
complaining of a widespread red scaly eruption follow- 
ing exposure to the tropical sun five months previously. 

Past History—He had never been ill except for 
typhoid in 1912. While he was in the tropics in 1934 
he sustained a bad sunburn, which left red areas over 
most of the exposed parts. Since then any exposure to 
strong sunlight has caused an acute flare-up of the 
eruption. He has always been well in cool climates and 
when his skin was protected from the sun. 

Present Illness—The present attack began while the 
patient was in the tropics in December 1942, starting 
with a redness and burning of the parts of the body 
not covered by a bathing suit, so severe that it “almost 
drove him out of his mind.” He saw several physi- 
cians, one of whom suggested the diagnosis of lupus 
erythematosus. Various local remedies were applied, 
without any benefit. He has never had any constitu- 
tional symptoms, except for a feeling of fatigue and 
some irritability from the local discomfort. 

Examination.—Physical examination revealed a well 
developed and well nourished man, not severely ill. The 
blood count, urine examination and Wassermann reac- 
tion were all normal. 

There was a uniform redness on the sides and front 
of the neck, and patches of redness and scaling on the 
sides of the face, the bridge of the nose and forehead, 
the upper part of the chest and the upper extremities, 
mainly the external surfaces, as well as a few spots on 
the front of the legs. The ears were involved, but the 
back of the neck was comparatively free. There was 
no atrophy or telangiectasia, the areas being macular to 
slightly raised. 

Treatment.—Treatment consisted of strong solution of 
iodine U. S. P. administered perorally, 3 drops three 
times a day increased gradually to 9 drops three 
times a day, along with crude liver extract. Use of 
strong solution of iodine was finally discontinued be- 
cause a slight swelling of the lymph nodes of the neck 
developed, together with some dryness in the mouth and 
throat. Three drops of 5 per cent tincture of iodine was 
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then given by mouth three times a day, this treatment 
continuing over a period of eight months. Improvement 
was gradual and continuous. The patient was discharged 
four months ago, entirely free from all lesions. Only 
pigmentation and depigmentation remained. 

The patient was seen again on June 7, 1944, having 
in the meantime been across the equator and exposed 
to strong heat and sunlight without experiencing any 
recurrence of the redness and swelling of his skin, the 
first time since its onset in 1934 that exposure to the 
sun’s rays had not resulted in an exacerbation 0; 
the eruption. On the left side of the neck there was 3 
red, discrete split pea-sized papular and scaly eruption 
covering an area 5 cm. in diameter, of one month's 
duration. There were deeply tanned and leukodermic 
areas on the face, cheek, chest, back and extremities at 
the sites of former lesions. The patient feels definitely 
that the treatment has proved beneficial. 


COMMENT 


Three of the 5 patients with generalized lupus 
erythematosus had severe constitutional symp- 
toms of a grave nature. The cutaneous lesion: 
were widely distributed and severe, though oi 
secondary importance. 

The remaining 2 patients also had generalized 
cutaneous lesions of the same character, but 1 had 
no constitutional symptoms, and the other com- 
plained only of fatigue, weakness and shortness 
of breath. Neither was really ill. 

All 5 patients gave a history of sunburn befor 
the outbreak of the other cutaneous lesions. Eac! 
patient had received treatment of various sorts 
including vitamin therapy, injections of calciun 
bismuth and gold preparations and _ sulfanil- 
amide, prior to coming under my observation. 

Under my care each patient was given strong 
solution of iodine U. S. P. in doses of 3 drops 
three times daily, and increased in some cases 
to 20 drops three times a day, or 3 per cent tine- 
ture of iodine three times a day, beginning wit! 
3 drops and increasing to 9 drops, depending 01 
the patient’s tolerance of the drug. Symptom: 
following the administration of the iodine prepa- 
rations varied from the formation of a col 
abscess in 1 patient to slight headaches and dry- 
ness of the mouth and throat in another. 


I should like to digress here for a moment 
mention an unusual reaction which I recent! 
observed following the local application of iodin 
in a case of discoid lupus erythematosus. | 
painted an area with a 15 per cent solution | 
iodine for several days in succession. ‘The pe 
tient acquired a high degree of idiosyncrasy ' 
the drug, as was manifested by an almost wu 
bearable throbbing headache, chiefly in the 
occipital region, deep redness of the face au 
conjunctivas, with watering of the eyes, rap! 
pulse and respiration, and, at various times, 
rise in blood pressure within a period of fv 
minutes from 115 to 175 systolic and 10 
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lic and from 126 to 186 systolic and 110 
jastolic. 

| saturated a piece of cotton with the iodine 
nd held it a few inches from her nose for five 
minutes. The patient experienced the same 
mptoms previously enumerated, although in 
much milder form, and her blood pressure went 
1p 25 mm. 


SUMMARY AND CONCLUSIONS 
In this paper I have presented the histories of 
natients suffering from generalized lupus ery- 
chematosus, all of «whom received iodine inter- 
nally, in addition to a high caloric diet, vitamins 
nd, in 1 case, blood transfusions. 

Coincident with the iodine medication, there 
was an appreciable lessening of the constitutional 
symptoms and clearing of the skin. 

\ll 5 patients are now free of symptoms except 
|, who has transient pains in her fingers at night. 

|| have gained weight. The cutaneous lesions 
ave entirely disappeared. 

I believe that iodine should be given a trial in 
jl cases of disseminated lupus erythematosus in 
vhich other remedies have failed. I also feel 
that it is wise to build up the patient’s general 
ealth by a high caloric diet, if possible one which 


orovides 3,000 to 5,000 calories a day. 


371 Park Avenue. 


cae 


ABSTRACT OF DISCUSSION 


Dr. FrepertcK R. Scumuipt, Chicago: I am glad to 
ear of Dr. Cannon’s beneficial results in the treatment 
i lupus erythematosus with iodine. Four years ago 
before this association I reported a series of 70 cases 
f cutaneous disease treated with iodine. In that paper 
I expressed the idea that I thought that the beneficial 
results obtained were due to the vasodilator effect of 

dine 

Several investigators have shown that even minimal 
loses of iodine act to dilate the peripheral blood vessels, 
hut I have subsequently found that different parts of 
these blood vessels are dilated; in other words, the effect 
varies on arterioles and capillaries. With work that I 
am doing now, I find that when histamine is injected 
it constricts the arterioles and causes capillary dilatation 
vhile an altogether different result is obtained from, 
for instance, injections of acetylcholine. 

The failure to find gold in active lesions which do 
not respond to gold therapy may be due to the pres- 
ence of arteriolar constriction and not to the capillary 
lilatation. 

It has proved interesting to me to hear Dr. Cannon’s 
vaper along these lines. I believe that a good many of 
these so-called diffuse vascular diseases of the skin, 
such as erythema nodosum, purpura, acrodermatitis 
atrophicans, dermatomyositis and lupus erythematosus, 
are results of a mechanism that is intimately involved 
with vascular spasm. 

_Dr RicHarp S. Werss, St. Louis: I must confess 
that Dr. Cannon’s results are far better than anything 
I could have reported up to within a few months ago. 


For the next patient that I have, or the next series 
of patients, with this disease, if it is at all possible I 
am going to try this iodine therapy because it does 
seem to be rather logical, and as Dr. Cannon presented 
it, it apparently has considerable value. In combination 
with liver therapy to keep the white blood cell count 
up, it may be of a good deal more value than either 
treatment alone. 

Dr. SamMueL Ayres Jr., Los Angeles: While Dr. 
Cannon was presenting his paper, it called to mind the 
case of a patient that I have under my care now, which 
perhaps has some significance in this connection. This 
young woman had typical disseminated lupus erythema- 
tosus. (Dr. Frost saw the same patient at the Los 
Angeles General Hospital.) She practically recovered 
with liver therapy and a high vitamin diet. Now, per- 
haps three or four months after the time she left the 
hospital, she has an acute exophthalmic goiter and a 
basal metabolic rate of about + 38 per cent, which 
would certainly be indications for the administration 
of iodine. 

I think that that is an interesting coincidence. I 
wonder if any one has had any experience with 
hyperthyroidism associated with disseminated lupus 
erythematosus. 

Dr. A. BENson CANNON, New York: I have no 
suitable explanation for the action of the iodine unless 
it affects the endocrine glands. An unusual systemic 
reaction following the repeated painting with a solution 
containing 15 to 25 per cent tincture of iodine of a large 
area of discoid lupus erythematosus might be of interest 
in this connection. Within five minutes after the iodine 
was applied to the affected parts the patient complained 
of a splitting headache beginning in the upper cervical 
region, gradually involving the occipital portion and 
then the entire head, accompanied by flushing and con- 
gestion of the face, redness of the conjunctivas and an 
elevation of blood pressure from 126 systolic and 77 
diastolic to 186 systolic and 110 diastolic. With the 
increase in the blood pressure, she had twitching in one 
upper and one lower extremity. We then tried satu- 
rating a piece of cotton with iodine and holding it 5 
inches (13 cm.) from the patient’s nostrils, and she 
experienced the same sort of reaction as she did when 
the iodine was painted on the spots, though less severe. 
In that instance the systolic blood pressure was raised 
only 25 mm. 

My 5 patients have been free or practically free of 
symptoms for from five months to two years. A much 
longer period of observation is necessary before one can 
estimate fully the ultimate value of the remedy. 

No particular study was made of the basal metabo- 
lism of the patients treated with iodine. The young 
woman whose photograph was shown had a basal meta- 
bolic rate of —23 per cent before she was given strong 
solution of iodine U. S. P. and the remedy had no 
appreciable effect on the test. A gradual lowering of 
the basal metabolic rate was observed during the time 
she was taking the iodine solution, rather than an eleva- 
tion as had been expected. There was no evidence of 
hypothyroidism in her case. 

The dosage was 3 minims (0.18 cc.) of strong solu- 
tion of iodine U. S. P. or 3 per cent tincture of iodine 
three times a day diluted in water or milk, before or 
after meals. This was increased 1 drop daily to as high 
as 20 drops three times a day. In most instances the 
dosage was not more than 9 drops three times a day. 
The medicine was given continuously over a period of 
months, 1 patient having taken it as long as nine months 
without intermission. 
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ACRODERMATITIS 


ATROPHICANS CHRONICA 


HAMILTON MONTGOMERY, M.D.* k 
AND 
mt 
RALPH R. SULLIVAN, M.D.t 
~ . . ine 
Fellow in Dermatology and Syphilology, Mayo Foundation fos 
[0 
ROCHESTER, MINN. 
sel 
Many names have been given to the disease pathologic characteristics which we believe to be! 
considered in the present paper, which in the distinctive and specific in the majority of th 
United States is most commonly referred to as cases. Acrodermatitis chronica atrophicans ha: 
acrodermatitis chronica atrophicans* but which been reviewed thoroughly by Oppenheim,‘ 
when generalized also is called diffuse idiopathic Petges,° by Pautrier and his co-workers “ and 
atrophy of the skin. Other terms include ““derma- in the United States especially by Wise‘ and 
titis atrophicans diffusa progressiva’ (Oppen- more recently, by Sweitzer and Laymon.* 
heim), dermatite chronique atrophiante (maladie are essentially in accord with the opinions ex 
de Pick-Herxheimer) and the older term pressed in these reviews, which vary from one 
érythromyélie (Pick). The disease is not to be another only in certain points. One of 
confused with types of atrophoderma maculatum (R. R. S.) abstracted the literature including] 
(atrophia maculosa et striata?) or macular 
atrophies, including forms of anetoderma,* or 4. Oppenheim, M.: Atrophien, in Jadassohn, | 
vergetures, and striae distensae. The terms Handbuch der Haut- und Geschlechtskrankheiten, Ber 
5. Petges, G.: rmatite chronique  atrophiant 
(maladie de Pick-Herxheimer), in Darier, J., a 
Jadassohn, “dermatitis atrophicans maculosa others: Nouvelle pratique dermatologique, — Paris, 
and vergetures are all applied to discrete, macu- Masson & Cie, 1936, pp. 69-94. 
lar, atrophic lesions which may be associated with 6. (a) Pautrier, L. M., and Eliascheff, O.: Co 
acrodermatitis chronica atrophicans, occur en- tribution a l'étude de la dermatite chronique atrophiqu 
tively indenendent of the latter disease or arise (Erythromélie de Pick) (Acrodermatitis chronica 
Giseas€ OF atrophicans de Herxheimer), Ann. de dermat. et syp! 
secondarily from other dermatoses. 2:241-256 (June) 1921. (b) Eliascheff, O.: Derma- 
We wish to report our observations in 45 cases tite chronique atrophique (acrodermatitis chronic 
: : atrophicans de Herxheimer) avec lésions  scleroder 
oi acrodermatitis chronica atrophicans encoun- ‘ 
miques, in Tirage a part du deuxiéme Congrés des 
tered at the Mayo Clinic up to January 1944, in germatologistes et syphiligraphes de langue francaise, 
20 of which one or more specimens were removed — Strasbourg, July 25-27, 1923, pp. 591-596. (c) Sloimo- 
for biopsy. Emphasis will be placed on the histo- — vici, AL: La dermatite | chronique atrophiante, Thesis, 
i Les Editions Universitiaires de Strasbourg, 1928, pp. |!- 
111. (d) Pautrier, L. M., and Diss, A.: L’anatome 
_,* Section on Dermatology and Syphilology, Mayo  pathologique de la dermatite chronique atrophiante de 
Clinic. Pick-Herxheimer, Bull. Soc. frang. de dermat. et syp! 
t Dr. Sullivan is now a major in the Medical Corps 36:785-792 (May 26) 1929; (e) Histopathologie de Fig 
of the Army of the United States. l’anétodermie, ibid. 36:815-817 (May 26) 1929. ( lve 
Read at the Sixty-Fifth Annual Meeting of the Pautrier, L. M.: Les rapports de la dermatite chromque MM had sta 
American Dermatological Association, Inc., Chicago, atrophiante, de l’anétodermie et de la scléroderm« ions 
June 19, 1944. L’étude des troubles du métabolisme du tissu conjoncttt, 
1. The term acrodermatitis atrophicans chronica is ibid. 36:973 978 (May 26) 1929. Pine ; 
given in the “Standard nomenclature of disease” (Jordan, 7. (a) Wise, F.: Acrodermatitis Chronica Atropht- 
E. P.: Standard Nomenclature of Disease and Standard cans and Its Relation to Scleroderma, New York M \ 
Nomenclature of Operations, Chicago, American Medical 118:73-80 (July 18) 1923; (b) Acrodermatitis Chro: nea 
Association, 1942). We prefer the term acrodermatitis 1¢a Atrophicans: The Transition from Infiltration Meine: 
chronica atrophicans on the basis of more common usage, Atrophy, J. Cutan. Dis. $2 :295-308 (April) ret ee Is O 
the predominant chronicity of the disease and the faci extren 
that atrophic changes do not always predominate. CRronica /Atropaicans and 
of the Skin: A Clinical Study, Arch. Diagnosis 8:5.- red, t 
Montgomery, 42 (Jan.) 1915. (d) Wise, F., and Snyder, E. J.: Act 
ot the S in, ed. 6, Philadelphia, Lea & Febiger, 1943,  germatitis Chronica Atrophicans: Its Symptomatolog ee 
pp. 585-613. and Diagnosis, Am. J. M. Sc. 149:508-523 (April) 191: ' 
3. Jadassohn, J.: Atrophien der Haut, in Derma- 8. Sweitzer, S. E., and Laymon, C. W.: Acroder- PSs! 
tologie, Vienna, Weidmann & Co., 1938, chap. 4, pp. matitis Chronica Atrophicans, Arch. Dermat. & Syph-Mall of 
281-290. $1:196-212 (Feb.) 1935. nosis 1 
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the reviews previously mentioned. 


servations in this series of cases. 
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other 
4. \l.) has done the same thing for the litera- 
It is impractical, short of a 
nograph, to acknowledge all important obser- 
tions. for most of which the reader is referred 
Our re- 
therefore, are based on the correlation 
multiple concepts and interpretations of what 
kes up acrodermatitis chronica atrophicans to 
- found in the literature, together with our own 
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jective symptoms such as pruritus are usually 
minimal but may occasionally be severe. Most 
of the associated phenomena and variations of 
the disease will be mentioned in the following 
analysis of our cases without attempting a de- 
tailed description of these phenomena, which are 
well described in various treatises. 

Thirty-seven of the patients who had acro- 
dermatitis chronica atrophicans were women, and 
only 8 were men. This is a considerably higher 
proportion of women than in other series previ- 
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ed Fig. 1—Acrodermatitis chronica atrophicans. (a) Knee of a woman aged 45 years who had generalized 
A volvement of five years’ duration. (b) Lesions of a year’s duration on leg of a woman aged 70 years who had 
que MM tad stasis ulcers for twenty-two years. Note the pseudosclerodermatous changes on the ankle and superficial ulcers. 
mi esions also occurred on the other leg and on the arms. 
ypht- CLINICAL OBSERVATIONS ously reported.“ Six of the 45 patients were 
born in the United States, for the most part of 
rol Acrodermatitis chronica atrophicans may be 
‘fined id native-born parents. Eight patients were of 
‘ined as a chronic progressiv rma- : 
pane progressive form of Cerma- Scandinavian birth, and 1 was a Mexican, 


thin, atrophic, tissue-paper-like wrinkled 
en, resulting from atrophy of the epidermis 
915" More especially of the cutis, so that the deeper 
der 'essels become readily visible (figures 1 to 4, in 
yeh. Mell of which except figures 2c and 2d the diag- 


nosis was confirmed histopathologically ). 


wus of unknown cause involving primarily the 
‘xtremities (limbs) and characterized by a bluish 


Sub- 


making 15 of the 45 who were born outside of 
the central land mass of the European continent 
and Russia. Fifteen of our patients stated that 
they were Jewish. Acrodermatitis chronica 


9. Jordan, A.: Ueber die Atiologie der idiopathischen 
progressiven Hautatrophie (Acrodermatitis chr. Atrophi- 
cans), Russk. klin. 12:801-822, 1929; abstracted, Zen- 
tralbl. f. Haut- u. Geschlechtskr. 34:312, 1930. 
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atrophicans has recently been reported in natives A familial history of the disease has occa. 
of South America,’® Greece and Turkey ** as sionally been reported but was not encountered 
well as in a number of patients born in the United in this series of cases. The occupations of the 
States. This disease, therefore, is not limited to patients in our series and other series were 
one nationality or continent and occurs fairly manifold and seemed to have no relation to the 


frequently among native-born Americans."* disease. 


Fig. 2.—Acrodermatitis chronica atrophicans (a and }). Typical changes of two years’ duration, limited | 
both extremities. The patient was a woman aged 59 years. Note the branny scaling and pseudosclerodermatous 
changes on the ankles, which are independent of varicosities as shown in b, photographed with infra-red rays (¢). 
Lesions limited to both arms of a woman aged 34 years. Note the ulnar band and deep-seated nodular infiltr 
tions erroneously diagnosed previously as erythema nodosum. (d) Photograph made with infra-red rays in same 


case as inc. 


The age of the patient at the time of examina 

10. C., Dermatitis tion in our cases varied from 22 to 89 vears. with 

See Scare . an average of 53 years. The duration of the 


11. Photinos, M. P.: Un cas d’acrodermatite chronique disease at the time of examination varied ir 


atrophiante de Pick-Herxheimer, Bull. Soc. frang. de three months for a woman aged 50 years to more 
dermat. et syph. 44:1070 (June 10) 1937. than half a century for a woman aged 57 years 1 
Erel, whom the disease had been present since eat!) 
chronica atrophicans Pick-Herxheimer, Bull. Soc. turq. 

med., 1937, no. 1; abstracted, Zentralbl. f. Haut- u. childhood The whi ill duration was t! ' 
Geschlechtskr. 56:37, 1937. 

13. Michelson, H. E.: Acrodermatitis Chronica of the disease varied from about 7 to &7 years, 
Atrophicans, Arch. Dermat. & Syph. 38:650 (Oct.) with an average age ot 40 vears. 
1938. Sullivan, R. R., in discussion on Michelson. : 
O'Leary, P. A.; Montgomery, and Brunsting, A.: 14. Director, W., and Bluefarb, S. M.: Familia 
Acrodermatitis Chronica Atrophicans, ibid. 41:750  Qecurrence of Acrodermatitis Atrophicans Chronica: 
(April) 1940. Sullivan, R. R., in discussion on O’Leary, Report of Two Cases, Arch. Dermat. & Syph. 46:48!-9 
Montgomery and Brunsting. 482 (Oct.) 1942. 


years. The age of the patient at time of onset 
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occa. In conformity with previous reports, the dis- 
se tended to begin on the legs or arms, espe- 
ally on the extensor surfaces, in relation to the 
such as the elbows, knees, wrists and 

The disease started on the legs, ankles 

- feet in 33 cases and on the elbows or hands 
10. In 1 case from the beginning there was 
_veneralized involvement of the body; in 1 case 
site of onset was not known. Wise, Oppen- 
and others have described the earliest 
anges as edematous, soft, bluish red, boggy or 
ehy tumors, which according to Wise have 


tered 


Several others of our patients gave a history of a 
diffuse edema of one or more extremities or of 
redness and diffuse swelling preceding any 
atrophic changes. In 1 case, there was a peculiar 
fusiform swelling of the wrists and the proximal 
phalanges of the first three fingers of both hands 
with limitation of motion apparently due to 
juxta-articular swelling but without changes dis- 
cernible on roentgenologic examination or evi- 
dence of arthritis. 

A history of trauma preceding the onset of the 


disease was given in only a few cases. In none 


hig. 3.—Acrodermatitis chronica atrophicans. 
[he patient was a woman aged 48 years. 


Generalized involvement of three years’ duration, including the 
There were some features of poikiloderma. 


(This patient was 


sented at a meeting of the New York Dermatological Society in December 1943, by Dr. J. C. Graham. At 
t time all the members present, including Dr. Wise, concurred in the diagnosis of generalized idiopathic atrophy. ) 


en confused with the edematous phases of 
eroderma, scleredema and allied conditions. 
e did not have the opportunity to see these 
ly manifestations, nor were they described in 
re than 1 of our cases. In this case the 
uent, an Austrian woman cook, aged 34 years, 
i0 had had acrodermatitis chronica atrophicans 
‘ten years limited to both arms (fig. 2c and d), 
ad been seen at the clinic almost ten years 
‘ther, at which time a diagnosis had been made 
‘erythema nodosum limited to both arms and of 
month’s duration. In retrospect, we believe 
“Is was the beginning of the’ acrodermatitis. 


of the cases in this series could the onset or 
course of the disease be attributed to changes 
of temperature either from exposure to the 
elements or as the result of the patient’s 
occupation. 

In regard to distribution of the lesions, the legs 
were involved in 23 cases, the ankles or feet in 5, 
the legs and arms in 14 and the arms alone in 3. 
In 3 cases the lesions were unilateral, being 
limited in 1 case to one leg and in 2 cases to one 
arm; there was no serologic or clinical evidence 
of syphilis in these cases. The trunk and ex- 
tremities were involved in 6 cases, in 2 of which 
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there also was involvement of the face (fig. 3). 
In 3 of the 6 cases with involvement of the trunk 
there was generalized erythroderma, in 1 case 
with features of poikiloderma (fig. 3). Patchy 
alopecia of the scalp was also seen in this case. 
Bullae, generalized pigmentation or vitiligo did 
not occur in any case in this series. In 1 case 
there was lichenification of the labia but without 
atrophy. In none of the cases was there evidence 
of atrophy or other involvement of any of the 
mucous membranes such as has been reported by 
Sweitzer and Laymon and others. The palms 
and soles were not involved except in 1 case, 
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seen. extending along the radius or, less fre. | 


quently, from the knee down the tibia. 

Fibrous nodules (fig. 4a), which usually ten | 
to be multiple and may be of the color of the skip | 
or yellowish, occurred about the elbows or along | 
the ulna in 4 of our cases. Because of their loca. | 
tion over joints, they have been confused wit! 
juxta-articular and rheumatic nodules and, be-/ 
cause of the color, with xanthoma. — Typica! 
lesions of xanthoma as reported by Jessner 
were not demonstrable, and the blood plasma 
lipids in 2 of the cases were normal. In 1 cas 
(fig. 4a) there was no evidence on histochemical 7 


Fig. 4.—(a) Fibrous nodules of ten years’ duration on the elbows associated with acrodermatitis of the limbs] 
The patient was a man aged 57 years who had old, treated latent syphilis and als 


of seven years’ duration. 


arteriosclerosis obliterans of the lower extremities of two years’ duration. 
of three years’ duration, with dark areas of amyloidosis on the leg. The patient was a woman aged 44 years. 


in which there was slight involvement of the 
plantar surface of one foot. In none of the 45 
cases were the tips of the fingers or toes involved 
in the process.** Changes in the nails also were 
minimal and could not be attributed directly to 
the disease. 

Varying degrees of so-called ulnar bands were 
encountered in 9 of the 45 cases (fig. 2c and d). 
These occurred as bands of infiltration, edema 
and fibrosis or later as atrophy extending along 
the ulnar to the wrist joint. The bands were also 


15. Oppenheim * was correct, therefore, in criticizing 
the term “acro” as applied to this disease if one limits 
this term to involvement of the digits (tips of the 
extremities) rather than accepting its broader use as 
involving the extremities (Jimbs). 


(b) Acrodermatitis chronica atrophicans 


or histopathologic analysis of increase of tissue) 
lipids. According to Oppenheim lipomas 
lipomatous masses above an area of acroderma- 
titis are of fairly frequent occurrence, but none 
were seen in this series. . 

Pseudosclerodermatous changes were encou!+ 
tered in 17 of the 45 cases, in most instancey 


16. (a) Jessner, M.: Weiterer Beitrag zur Kenntn'y 
der Acrodermatitis chronica atrophicans, Arch. f. Dermat. 
u. Syph, 139:294-305, 1922; (b) Zur Kenntnis de“ 
Akrodermatitis chronica atrophicans, ibid. 134:478-4*. 
1921. (c) Jessner, M., and Loewenstamm, A.: Bericht 
uber 66 Falle von Acrodermatitis chronica atrophicans, 
Dermat. Wchnschr. 79:1169-1177 (Oct.) 1924. 

17. Ebert, M. H.: Acrodermatitis Chronica Atrop!'- 
cans, Arch. Dermat. & Syph. 42:1147 (Dec.) 1%. 
Rothman, S.; Zeisler, E. P., and Oppenheim,, M., 
discussion on Ebert. 
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seing limited to the legs, ankles and feet. 


result 


«lerodermatous bands on the trunk. 


described a case 


aller incidence of association of 


nyloidosis (fig. 46). In 


MONTGOMERY-SULLIV AN—ACRODERMATITIS 


They 
ccurred as ill defined, brawny, infiltrated bands 


nd plaques often associated with a branny or 
jaky scale (figs. 1b and 2). 
kin of the entire leg was reddened and tense 
ther than lax and wrinkled, apparently as a 


Occasionally the 


rather than true sclero- 
One patient had pseudo- 
In none 
ithe cases were there lesions of morphea or the 


of edematous 
lermatous changes. 


\istinct, sharply defined, linear bands of localized 
«leroderma, and in none was there evidence of 
crosclerosis, sclerodactylia or Raynaud’s disease. 


Ulcers of various types were encountered in 


i+ cases and occurred chiefly on the lower ex- 


remities, especially about the ankles and espe- 
ally in pseudosclerodermatous areas (fig. 1 D). 
1 6 of these cases, there was a history of varicose 
stasis ulcers of the lower extremities preceding 
e acrodermatitis chronica atrophicans by a good 
any years. In all of the 6 cases there was 
efinite evidence of incompetent venous circula- 
n. In other cases in which ulcers occurred 
ere was no evidence of venous incompetency. 
hotographs with infra-red rays in several cases 
\ not reveal any relation of the superficial veins 
the ulcers or to the ulnar bands or areas of 
eudoscleroderma (fig. 2). Ulceration, as a 
ile, did not occur in atrophic areas. In 1 case, 
wever, in which there was generalized acro- 
ematitis (fig. 3) multiple small bluish red, 
urpuric, hemorrhagic lesions were scattered 
ver the trunk. These lesions broke down into 
idolent ulcers up to 1 cm. in diameter which 
caled slowly. Oppenheim * (his figure 27, page 
in which there were 
npetiginous ulcers of the ankles and legs from 
hich staphylococci were isolated on culture and 
hich to a certain extent resembled small 


<ummas. 


In only 1 case of acrodermatitis were there 
sociated lesions of macular atrophy, a much 
these two 
iseases than in other series reported in the 
In 1 of our cases there was localized 
1 case acroderma- 
tis was associated with long-standing eczema, 
tobably atopic. A few cases associated with 
vriasis ** have been reported but without rela- 


erature. 


‘on to the psoriasis, and this applies to lichen 
‘anus * and rare combinations of acrodermatitis 


ronica. atrophicans with dermatitis herpeti- 
rmis, lupus erythematosus, 


erythrocyanosis, 


18. Pautrier, L. M., and Woringer, F.: Psoriasis 
ené sur le corps avec lésions des membres inférieurs 
veloppées au niveau d’un Pick-Herxheimer, Bull. Soc. 

de dermat. et syph. 45:1315-1316 (July 10) 1938. 
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Hodgkin's disease,’® ichthyosis, herpes zoster and 
livedo racemosa as reported by Oppenheim. 

In regard to systemic disease, there were only 
12 in our series of 45 in which there was evi- 
dence of cardiovascular disease. Only 4 patients 
had any degree of arteriosclerosis. Four others 
had hypertension; 3 had definite cardiac disease, 
and 1 had arteriosclerosis obliterans. This pa- 
tient had a moderate elevation of plasma lipids, 
but this is common in the disease. In all but 
2 of these 12 cases the cardiovascular involve- 
ment had begun in the later decades of life and 
without definite relation to the acrodermatitis 
chronica atrophicans. The results of vascular 
studies, including capillary studies in several of 
the cases, were essentially negative.*° 

Varying degrees of arthralgia or mild arthritis 
occurred in 7 of the 45 cases. In none, however, 
was there arthritis deformans such as Sweitzer 
and Laymon® have described, and in none of 
many cases studied roentgenologically were there 
atrophic roentgenologic changes in the bones as 
described by Jessner and Loewenstamm '“¢ in 10 
of 17 cases. The symptoms of arthritis in some 
cases appeared before the cutaneous lesions. Foci 
of infection were present in only a few cases. 
The same was true in regard to anemia or thyroid 
dysfunction. 

No definite relation of the disease to the meno- 
pause or to ovarian dysfunction could be estab- 
lished, despite the predominance of women more 
than 40 years of age in the series. Systemic 
disease appears to be coincidental or at most a 
secondarily associated phenomenon of acroderma- 
titis chronica atrophicans. 


HISTOPATHOLOGY 


There is a lack of agreement in regard to the 
significant histopathologic changes in acroderma- 
titis chronica atrophicans.*t This can be ex- 
plained from the fact that the microscopic 


19. Andrews: Acrodermatitis Chronica Atrophicans 
and Hodgkin’s Disease, Arch. Dermat. & Syph. 16:474 
(Oct.) 1927. This case was not accepted as an instance 
of acrodermatitis chronica atrophicans by most of the 
persons present. 

20. Pautrier, L. M., and Ullmo, A.: Note sur la 
capillaroscopie de la dermatitis chronique atrophiante 
et de la sclérodermie, Bull. Soc. france. de dermat. et 
syph. 36:776-780 (May 26) 1929. 

21. (a) Kyrle, J.: Atrophie der Haut, in Vorlesungen 
uber Histo-Biologie der menschlichen Haut und ihrer 
Erkrankungen, Berlin, Julius Springer, 1925, vol. 1, 
pp. 121-153. (b) McCarthy, L.: The Atrophies of the 
Skin, in Histopathology of Skin Diseases, St. Louis, 
C. V. Mosby Company, 1931, chap. 3, pp. 58-92. (c) 
Gans, O.: Die Atrophien der Haut, in Histologie der 
Hautkrankheiten, Berlin, Julius Springer, 1925, vol. 1, 
pt. 1, chap. 3, pp. 12-46. (d) Oppenheim.* (e) Petges.5 
(f) Pautrier and Diss.*4 Wise.74 Jessner.16a, b 
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changes vary considerably depending on the stage 
of the disease and on the location of the region 
from which tissue is taken for biopsy, including 
whether there were associated fibrous nodules or 
pseudosclerodermatous changes. Furthermore, it 
must be borne in mind that from the histopatho- 


ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


greatly not only in different cases but in differen: § 


areas in the same case. We shall review 


the 
to 


then 
changes 


briefly 
which 


emphasize 


we believe be 


(figs. 5 to 7). 


J 


“45 


: 
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Fig. 5.—Acrodermatitis chronica atrophicans. 


horder zone and then infiltrate and atrophy of the cutis and dermal appendages (x 40). 


(a) A section from the leg; typical atrophic epidermis wit! 


(b) Same case; note 


the preservation of fine elastic fibrils near the epiderm’s, destruction of elastic tissue where infiltrate occurs a! 


involvement of a vessel at X (x 115). 


ment atrophy in the cutis and similar involvement of arrectores pilorum muscles at X (x 50). 


(c) Same case as figure 3; section from the arm. Note the fat replace- 


(d) Section fron 


the hand, typical changes with distinct border zone but also senile cutaneous changes with bluish-staining co! 


lagen fibers at XY (x 100). 


logic descriptions many of the older reports of 
this disease did not belong with the reports of 
acrodermatitis but with those of one of the 
other atrophic dermatoses. The histopathologic 
changes usually have been divided into acute, 
inflammatory and atrophic stages; but these are 
not clearcut, and the duration of any stage varies 


The earlier acute phases of this disease 4 
described by Gans,*'* Kyrle,?** Oppenheim * 
others include an early inflammatory and oftet 
edematous stage, in which there is a perivascula’ 
inflammatory reaction in the cutis without altera- 
tion of the epidermis. The rete ridges are we 
preserved, 


and the stratum corneum usuali 


diagnostic 
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multiple changes to be seen in the disease andi 
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dows no change. Exceptionally, there is slight biopsy taken until the disease had been present 
yakeratosis. Gans, Kyrle, Oppenheim and for a year. A biopsy of a typical lesion of a 
chers explain the doughy infiltrations seen clin- year’s duration over the elbow of a woman aged 
Jy on the basis of transitory edematous 70 revealed extensive edema throughout the cutis 
anges in the cutis, which could account for but already showed typical histologic changes of 
sient parakeratosis. Parakeratosis is not acrodermatitis chronica atrophicans (fig. 6a). 


Fig. 6—Acrodermatitis chronica atrophicans. (a) Same case as figure 1b but from elbow. Early acute edema- 
s stage of one year’s duration; very narrow border zone between the infiltrate in the upper layer of the cutis 


nd the atrophied epidermis (x 40). (b) Right knee in a case of unilateral involvement of thirteen years’ dura- 


Note the persistence of the intense inflammatory reaction with imperfect border zone but preservation of the 


ranular layer (xX 70). (c) Same case and site as figure 4a. Typical changes in the epidermis and the upper layer 
‘the cutis and a dense fibrous nodule deeper in the cutis (x 26). (d) From a pseudosclerodermatous band in the 


ght breast. Note the extreme fibrosis but also the atrophy of the epidermis. The patient had generalized involve- 
nt of six years’ duration starting on the feet. Typical ulnar bands are also present (x 50). 


wresent in later stages of the disease. The Edema may persist histologically for many years, 
iiltrate in the beginning is composed of a_ even decades, after the onset of the disease. 
nultiplicity of types of cells. The elastic and Within a few months at the most, histologic 


nnective tissues are unaltered. There is no changes more characteristic of the disease make 


‘minution of the thickness of the cutis, nor is their appearance. There is relative to absolute 
here any atrophy of the dermal appendages. In hyperkeratosis but no parakeratosis. The granu- 


ne of our series of cases were specimens for lar layer is usually present but is thinned. Vary- 
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ing degrees of atrophy of the prickle cell layer 
are encountered. The cells may be flattened, and 
the intracellular bridges may become indistinct. 
There is also flattening of the basal cells, which 
may contain varying amounts of melanin pig- 
ment. Occasionally there is a mild degree of 
intracellular edema with vacuolar changes in the 
basal and the prickle cells. The rete ridges have 
become flattened and have disappeared, so that 
the epidermis stretches out as a thin, flat ribbon 
with varying degrees of undulations or waves, 
which represent the lines of cleavage of the skin. 

Just beneath the epidermis there is a border 
zone of connective tissue separating a band of 
infiltrate which lies beneath it from the epidermis. 
This border zone may be very narrow and com- 
posed of a few slender strands of connective 
tissue fibers running parallel to the epidermis, or 
there may be a wide zone, several times the thick- 
ness of the epidermis. In the beginning, the 
collagen fibers are distinct. Later there are 
homogenization and hyaline-like changes, so that 
the fibers merge. Even though the band of 
infiltrate beneath the border zone is dense, the 
cells of the infiltrate rarely penetrate through 
the border zone of connective tissue to invade the 
epidermis and result in early liquefactive degen- 
eration of the basal cell layer (fig. 6b). This 
happens in about 10 per cent of the cases, but, 
even when such changes are seen, stains for con- 
nective tissue reveal that the collagen fibers have 
been thinned and pushed apart but have not been 
completely destroyed. Fine fibrils of elastic 
tissue are found in the border zone arranged in 
loops perpendicular to the epidermis, which sug- 
gests that they are remnants of the elastic fibrils 
normally present in the papillary bodies (fig. 
5b). These elastic fibrils lie in close proximity 
to the epidermis and are not separated from the 
flattened epidermis by a zone of edema, such as 
occurs in lichen sclerosus et atrophicus. These 
fine elastic fibrils tend to persist in the border 
zone for many years, but, as a rule, they dis- 
appear, when homogenization and hyaline 
changes occur in the connective tissue. 

There is a dense band of infiltrate beneath the 
border zone of connective tissue. The infiltrate 
in the beginning, according to Gans,*** is limited 
chiefly to the upper laver of the cutis but later 
may extend throughout the cutis and subcutane- 
ous tissue. The infiltrate is essentially perivas- 
cular and therefore also occurs about the dermal 
appendages and the larger vessels in the sub- 
cutaneous tissue. From the beginning, the 
infiltrate is composed chiefly of mononuclear 
cells, especially lymphocytes, and of fixed con- 
nective tissue cells, including histiocytes or 
reticulum cells, the latter of which may pre- 


22. Hill, W. R., and Montgomery, H.: Regional 


dominate over the lymphocytes. Few poly-@ wa 
morphonuclear leukocytes or eosinophils are seen. the 
In some cases there are varying numbers off apy 
chromatophores laden with melanin or hempo-§@ stri 
siderin pigment. In our experience, which js ; 
contrary to that of some European authors. infi 
plasma cells did not predominate nor did mas nc 
cells occur frequently. We did not observe gian; ate 
cells or histologic evidence of tuberculosis, in-¥ {oll 
cluding the formation of tubercles, in any of our als 
cases. Histologic evidence of leprosy or syphilis re 
was also absent. ily 

There is a gradual wasting away of the connec-@ tro] 


tive tissue fibers where the infiltration occurs 
The collagen fibers become homogenized an 
fragmented, and the number of nuclei decreases. | 
In addition, in some cases there are islands of jar! 
cells and fat droplets high up in the cutis, near 
the epidermis, which seem to result from fat: 
degeneration of collagen fibers rather than 
represent an invasion of fat cells from the su! 
cutaneous tissue (fig. 5c). It is not clear just 
how this degeneration of the collagen fibers takes} 
place. The change seems to be abrupt. One] 
rarely encounters alteration of the staining quali-| 
ties of the connective tissue fibers or thei 
merging with elastic fibers, such as occur in 
so-called senile skin.°? This phenomenon 
occurred in only 1 case; the patient was a woman 
aged 75 who showed senile cutaneous changes in 
the biopsy specimen from the hand (fig. 5 d) but 
failed to show such changes in two_ other 
specimens taken from covered portions of th 
body. The atrophy of the collagen fibers results 
in a decrease of the cutis to a half or a quarter 
of its normal thickness. Atrophy of the cutis 
however, may not occur until the disease has been 
present for many years, the degree of atroph 
being dependent apparently on the extent and 
persistence of the infiltrate. 

The elastic tissue, like the collagen, 1s 
destroyed where the infiltration occurs, and agai! 
the change is abrupt. The same is true in regard 
to destruction of Gitterfasern (lattice, or reticu- 
lum, fibers). The intensity of the infiltrate tends 


to decrease as the process becomes older, but. rath 
even in lesions of several decades’ duration whic! Une 
clinically show atrophy without inflammation. @ ‘P° 
one nevertheless finds a definite band of infiltrate “ait 
beneath the border zone of connective tissue. -\s ae 
the infiltrate decreases, there is evidence in son bse 
cases of an apparent attempt at regeneration ©! e 


the elastic fibers, and this also has been observe 
by Gans, Kyrle and Oppenheim. Thin, fine. 


Changes and Changes Caused by Age in the Normal 
Skin: A Histologic Study, J. Invest. Dermat. 3:23] 
245 (June) 1940. 


a 
nid 
‘ epide 
Same 
an 
| 
with 
3 
tean] 


MONTGOMERY-SULLIV AN—ACRODERMATITIS 


wavy elastic fibrils appear both above and below 
-he band of infiltrate. These are similar to the 
apparent new formation of elastic fibers seen in 
striae cutis distensae. 

The dermal appendages are surrounded by the 
infiltrate. arly in the disease there are atrophy 
and disappearance of the sebaceous glands, and 
later the same is true in regard to the hair 
jollicles. The arrectores pilorum muscles may 
also be invaded by cells of the infiltrate and 
present varying degrees of atrophy. Occasion- 
lly, however, these muscles appear to be hyper- 
irophied and to lie parallel to the epidermis 


ATROPHICANS CHRONICA 41 
glands are thinned and their lumens are dilated 
and cystic, possibly secondary to obstructive 
phenomena in the ducts. The elastic tissue in 
the propria of the sweat glands is_ usually 
preserved. Although the bundles of cutaneous 
nerves are frequently surrounded by an infiltrate, 
no degenerative or atrophic changes have been 
apparent. Pautrier and Diss are the only 
authors to report a case in which there were 
definite changes in the cutaneous nerves. When 
a dermal appendage is atrophied but not 
destroyed, there eventuates a mild degree of 
fibrosis about the atrophied appendage. 


Fig. 7—(a) Same case as figure 2a. 


Pseudosclerodermatous region of the ankle with some thickening of the 


epidermis, dilatation of superficial vessels with thickening of the walls of deeper vessel at X, fragmentation and 


Same case as figure 4b. .Changes of acrodermatitis at the left side. 


liminution of elastic fibers except in the upper layer of the cutis, where there is some increase (45). (6) 


At the right side are homogeneous masses 


t amyloid, also involvement of the walls of a blood vessel (> 50). 


rather than in their normal oblique position. 
One case in which there was leiomyoma has been 
reported.?* Destruction of the sweat ducts fre- 
juently takes place, a fact which fits in with the 
liminution of sweating that has frequently been 
bserved in this disease. The sweat glands may 
he intact and well preserved, but frequently they 
are also invaded by lymphocytes and monocytes 
with varving degrees of destruction of the sweat 
glands. In other cases, the walls of the sweat 

2s Smilovici, J.: Ueber Kutis-Myome und Keloid- 
nidung in Bereiche einer Akrodermatitis chronica 
‘trophicans, Arch. f. Dermat. u. Syph. 124:77-82, 1917 


The subcutaneous tissue usually shows de- 
cided atrophy with decrease of the size of the fat 
cells, varying degree of Wiicher atrophy (fat 
replacement atrophy by invasion of the infiltrate) 
and a varving degree of fibrosis. 

Changes in the blood vessels vary greatly, but 
we failed to substantiate the concept of some 
authors that acrodermatitis chronica atrophicans 
is primarly a vascular disease. In the beginning, 
there usually is a varying degree of dilatation of 
the superficial blood vessels, lymphatics and 
capillaries, with swelling and at times prolifera- 
tion of the endothelium of the smaller vessels. A 
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perivascular infiltration frequently results in in- 
flammatory and destructive changes in the walls 
of both smaller and larger vessels. Frequently, 
however, most of the vessels appear well pre- 
served, without alteration of their walls and with 
normal elastic tissue membranes. When a speci- 
men for biopsy is taken from the leg in cases 
associated with varices, one may anticipate find- 
ing evidence of varices histologically. They 
would appear to be coincidental findings, just as 
were the atheromatous changes encountered in 1 
case of acrodermatitis in which there was asso- 
ciated arteriosclerosis obliterans. Petges*® and 
Jessner,'®*” however, explained the varices as a 
result of degeneration of the elastic tissue, which 
deprives the vessels of their support. 

Small deposits of calcium occurred in 2 of 
our cases but without evidence of systemic 
calcinosis. In 1 of our cases (fig. 7b), there were 
deposits of an amyloid-like substance which gave 
weakly positive reactions to different stains for 
amyloid. The deposits of amyloid in this case 
could scarcely be attributed to injections which 
had been given for varicose veins. There was no 
evidence of systemic amyloidosis. Kenedy ** re- 
ported 1 case of localized amyloidosis and referred 
to possibly 3 or 4 others in the literature. In 
searching for the cause of the atrophy of the col- 
lagen, sections in many cases were stained for 
mucin, with negative results. The deposition of 
amyloid and calcium which occurred in 2 cases 
would seem to be a secondary degenerative 
phenomenon rather than of any primary etiologic 
significance. 

In the end, or atrophic, stage of acrodermatitis, 
there is a decided decrease of the infiltrate or it 
may even be absent. With the disappearance of 
the infiltrate, one sees simply an atrophic epi- 
dermis and cutis, the latter containing homogen- 
ized fibrotic tissue. There may be regeneration 
of the elastic tissue in some regions and absence 
of elastic fibers in others. When the elastic fibers 
are absent, it is problematic whether they were 
destroyed by the infiltrate or by toxic products 
of this. The histopathologic changes in this ter- 
minal stage are no longer diagnostic, any more 
than are the histologic characteristics of scars 
in most other dermatoses. 

Many descriptions have been given of the 
histologic changes in so-called ulnar bands. Fre- 
quently the picture is that of typical acroderma- 
titis associated with decided edema. In other 
cases, fibrotic and sclerodermatous-like changes 
have been described. The infiltrate may be spotted 


24. Kenedy, D.: Ueber herdf6rmige Amyloidentar- 
tung bei einem Falle von Dermatitis atrophicans diffusa, 
Arch. f. Dermat. u. Syph. 136:245-250, 1921. 
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and diffuse. There may be some increase of con- 
nective tissue fibers rather than merely a swelling 
from edema. 

The fibrous nodules (fig. 4a) seen in associa. 
tion with acrodermatitis chronica atrophicans 
(fig. 6a) present a histopathologic picture vary- 
ing from that of subdermal fibrosis or dermato- 
fibroma (fig. 6c) or even keloid (fig. 6d) to that 
of histiocytoma, in which deposition of hemo- 
siderin and lipids occurs. In other cases, ther 
is central pseudonecrosis in the nodule, so that 
the histopathologic changes closely simular: 
those seen in juxta-articular and rheumati 
nodules. There was no evidence of xanthoma in 
any of our cases. 

Regions of scaling with lichenification and 
induration which are often associated wit! 
pseudosclerodermatous changes—especially about 
the ankles—likewise show histologic changes 
that are not distinctive (fig. 7a). There may } 
typical changes of acrodermatitis above a regio: 
of fibrosis or pseudoscleroderma. Frequentl 
the sclerodermatous process extends right 1 
to the epidermis. There may be thickening 
of the epidermis, with hyperkeratosis, acan- 
thosis and proliferation of the rete ridges 
Thus all the pathologic characteristics of acro- 
dermatitis become lost in these regions. There 
frequently are dilatation of the superficial capil- 
laries, a region of dense fibrosis with homogeniza 
tion of the connective tissue fibers and varying 
degrees of sclerotic changes in the deeper parts oi 
the cutis. The infiltrate usually is more promi- 
nent than in cases of true scleroderma, but, again. 
it may be minimal. The elastic tissue is fre- 
quently destroyed in the fibrotic and_ sclero- 
dermatous regions, especially in the fibroty 
nodules resembling juxta-articular nodes. 
other cases, the elastic tissue is merely frayed 
and splintered and there may even be new for- 
mation of elastic fibers. We do not believe that 
a sharp distinction can be made on the basis 
of histopathologic observations alone between 
the pseudosclerodermatous plaques of acroder- 
matitis chronica atrophicans and true sclero- 
derma. 

The histopathologic changes in ulcers associ- 
ated with acrodermatitis chronica atrophicans 
are not diagnostic per se and are dependent on 
multiple associated factors. 


Summary of Histopathologic Changes.—The 
histopathologic changes acrodermatitis 
chronica atrophicans are, we believe, diagnostic 
in practically all cases if a specimen for biopsy 
is taken from a well developed region inde- 
pendent of any associated fibrous nodules, sclero- 
dermatous changes or ulcers. The following com- 
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ation of changes makes a diagnostic picture: 
here are relative to absolute hyperkeratosis, 
preservation of a granular layer, atrophy and 
jattening of the prickle cell layer, loss of rete 
idges and papillary bodies, with resultant flat- 
«ping of the epidermis into a thin, wavy line 
nda definite border zone of normal to homogen- 
ed connective tissue between the epidermis and 
‘he infiltrate in the cutis. The infiltrate appears 
a narrow or wide band beneath the border 
ne. There is destruction of connective and 
istic tissue in this region, with pronounced 
trophy to destruction of all the dermal appen- 
wes except, at times, the sweat glands. The 
itis is definitely thinned as is also the subcuta- 
ous tissue, so that deeper blood vessels be- 
me readily visible through the skin. 


DIFFERENTIAL DIAGNOSIS 


\crodermatitis chronica atrophicans in_ its 
sual form involving the limbs 1s easily recog- 
zed clinicaliy and presents a_ characteristic 
istopathologic picture. Cases, however, of gener- 
zed involvement occur, including diffuse 
ceneralized erythroderma and others presenting 
eatures of poikiloderma. On careful analysis of 
e clinical and histopathologic changes, these as 
ell as many cases presented as cases of general- 
ed idiopathic atrophy are definitely instances of 
crodermatitis chronica atrophicans. It is in 
in which there is extensive involvement, 
owever, that the disease has been confused with 
ther dermatoses. For example, we excluded 
rom our series of cases 1 which on final analysis 
ited in better with cases of disseminated lupus 
erythematosus or possibly so-called poikiloderma 

others in which the final diagnoses were 
respectively generalized lichen 
vlerosus et atrophicus, generalized atrophic 
chen planus and finally unilateral scleroderma 
vith morphea which had undergone involution. 
Ormsby’s case of acrodermatitis chronica atro- 
phicans,2®. presented first as an instance of 
poikiloderma and later considered by eminent 
dermatologists to be also a case possibly of lichen 
vlanus, lupus erythematosus or parapsoriasis 
ariegata, illustrates the difficulties of diagnosis. 
\crodermatitis in which there was unilateral 
nyolvement has been attributed in the past to 
syphilis. This could not be substantiated in our 


parapsoriasis, 


25. Ormsby, O. S.: Acrodermatitis Chronica Atrophi- 
ans, Generalized Lichen Planus or Poikiloderma? Arch. 
Dermat. & Syph. 21:666 (April) 1930; A Case for 
Diagnosis (Poikiloderma?), ibid. 18:304-305 (Aug.) 
1928: Acrodermatitis Chronica Atrophicans (Resembling 
Poikiloderma Vasculare Atrophicans), ibid. 20:388- 
389 (Sept.) 1929, 
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series. Pardo-Castello °° reported acrodermatitis 
chronica atrophicans associated with leprosy, 
which again can be distinguished by concomitant 
findings. The same applies to cases of cutaneous 
tuberculosis with poikiloderma-like changes.** 
Oppenheim ** expressed the belief that poikilo- 
derma atrophicans vasculare of Jacobi is not a 
real clinical or histopathologic entity. In his 
opinion some cases belong with the cases of 
dermatitis atrophicans progressiva (acroderma- 
titis chronica atrophicans), others belong with 
cases of poikilodermatomyositis (Petges) and in 
a third group the disease is secondary to various 
dermatoses. We concur in this view. 
ter in the United States and others have for some 
time emphasized that in most cases poikiloderma 
is secondary to various dermatoses, including 
Gans described 


loers- 


also the lymphoblastomas.** 
the histopathologic changes in poikiloderma as 
simulating those of lupus erythematosus. In 
poikiloderma, lupus erythematosus and_ lichen 
planus, histopathologically, there is definite lique- 
faction degeneration of the basal cell layer, which 
in itself serves to distinguish these diseases from 
acrodermatitis chronica atrophicans. Further- 
more, in acrodermatitis there is a definite border 
zone between the epidermis and infiltrate and 
there is decided destruction of the collagen fibers. 

Lichen sclerosus et atrophicus shows pro- 
nounced atrophy of the epidermis with preserva- 
tion of the elastic fibrils beneath the epidermis, 
but the fibers are separated from the epidermis 
by a zone of edema and the other histopathologic 
changes are entirely different from those of 
acrodermatitis. Parapsoriasis presents an entirely 
different histopathologic picture. In_ localized 
scleroderma, there are usually some preservation 
of the rete ridges and an increase of connective 
tissue, but, as mentioned previously, differentia- 
tion from pseudosclerodermatous plaques of 
acrodermatitis chronica atrophicans may not be 
possible histopathologically. Wise and, more 

26. Pardo-Castello, V.: Leprosy Associated with 
Dermatitis Atrophicans Diffusa et Progressiva, Arch. 
Dermat. & Syph. 33:12-20 (Jan.) 1936. 

27. O’Leary, P. A.; Montgomery, H., and Brunsting, 
L. A.: Tuberculosis Cutis Indurativa (Idiopathic 
Atrophy? Poikiloderma?), Arch. Dermat. & Syph. 35: 
990-991 (May) 1937. 

28. Oppenheim. Cannon, A. B.; Karelitz-Karry, M. 
B., and Fisher, J. K.: Poikiloderma-Like Change in 
the Skin Following Arsphenamine Dermatitis, J. A. 
M. A. 118:122-128 (Jan. 10) 1942. Oppenheim, M., in 
discussion on Cannon, Karelitz-Karry and Fisher. 

29. Hazel, O. G.: Poikiloderma Atrophicans Vas- 
culare: Report of a Case, Arch. Dermat. & Syph. 40: 
776-791 (Nov.) 1939. 


IT n- 
“all; | 
ve 
rving 
‘ts ( \f 
‘omi- 
Pain, 
lero- 
roti 
aved 
fi 
that 
Jasis 
yveen 
der- §@ 
ero- | 
sOC1- 
cans 
| 
on 
The 
titis § 
q 
sv 
ide- § 
| 
)m- 
| 


as ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


recently, Benjamowitsch and Maschkilleisson *° 
have given complete and thorough clinical 
distinctions between forms of scleroderma and 
acrodermatitis chronica atrophicans, which need 
not be repeated here. It is sufficient to reiterate 
that in none of the 45 cases in our series was 
there evidence of localized or generalized forms 
of scleroderma, acrosclerosis, Raynaud's disease, 
scleredema or dermatomyositis. 

Distinction between acrodermatitis chronica 
atrophicans and erythrodermic forms of lympho- 
blastoma with or without  poikiloderma-like 
changes may be difficult both clinically and histo- 
pathologically.*! The infiltrate in acrodermatitis 
can be extensive and dense, simulating that seen 
in the lymphoblastomas. In both diseases there 
is frequently a considerable increase of histiocytes 
and reticulum cells. 

\We recently had under our care a man, an 
American teacher aged 49 years, who had had 
extensive diffuse generalized erythroderma and 
atrophy of the skin for twenty-two years asso- 
ciated with impetiginous and gummatous ulcers 
and whom we first regarded as presenting more 
extensive ulcers in acrodermatitis than those 
described by Oppenheim * and illustrated in the 
“Handbuch.” There were extensive ulcerations 
involving the entire left leg, and subsequent 
biopsies revealed histopathologic changes strongly 
suggestive of a lymphosarcoma. The case histo- 
logically resembled somewhat a case previously 
reported by Goeckerman and one of us 
(H. M.).*? It is possible that this patient had had 
acrodermatitis for twenty-two years and just 
recently a lymphoblastoma had become super- 
imposed. This could be explained on the basis 
of malignant transition of the dense infiltrate of 
reticulum cells and histiocytes, but it seems more 
likely that the lesion has been a slow-growing 
progressive lymphoblastoma with erythrodermic 
and _ poikiloderma-like changes from the begin- 
ning. 

As a rule, however, clinical or histopathologic 
distinction between lymphoblastoma and acroder- 
matitis chronica atrophicans is readily made on 
the basis of concomitant findings. 

Various types of idiopathic macular atrophy, 
including anetoderma erythematodes of Jadas- 

30. Benjamowitsch, E., and Maschkilleisson, L. N.: 
Further Contribution to the Question Regarding Atrophy 
of the Skin: III. Acrodermatitis Chronica Atrophicans 
and Its Relation to Scleroderma, Acta dermat. 14:313- 
341, 1933. 

31. Ebert, M. H., and Slepyan, A.: Lymphoblastoma, 
Arch. Dermat. & Syph. 39:581 (March) 1939. 


32. Goeckerman, W. H., and Montgomery, H.: Cu- 
taneous Lymphoblastoma: Report of Two Unusual 
Cases, Arch. Dermat. & Syph. 24:383-395 (Sept.) 1931. 


sohn, striae distensae and balloon lesions of th 
Schweninger-Buzzi multiple benign tumor-lik 
new growths, have all been described in associa 
tion with acrodermatitis chronica atrophicans, 
Histopathologic studies were not made in the 
case that we had of acrodermatitis chronie 
atrophicans associated with lesions of idiopathi 
macular atrophy. We had 2 patients with idj 
pathic macular atrophy without acrodermatit; 
chronica atrophicans in which the histopatholog; 
changes, as has been described in the literature 
were similar to those of acrodermatitis chronic; 
atrophicans. It is our impression, however, fron 
a review of the literature, especially the excel 
lent studies by Chargin and Silver ** and Scu! 
and Nomland,** that although there is destructio: 
of elastic fibers in both diseases there usual); 
is much less infiltrate in idiopathic maculad 
atrophy than in acrodermatitis and that ¢ 
epidermis may be little affected, the rete ridges 
and papillary bodies remaining unaltered. Thig 
also applies to striae distensae and to 1! 
Schweninger-Buzzi balloon type of lesion.*® 

Macular atrophies also occur as_ secondary 
terminal manifestations to such diseases 
syphilis, leprosy, lupus erythematosus and licher 
planus and can be distinguished on the basis 
concomitant findings. 


MALIGNANT CHANGE 


Epitheliomas (carcinomas ) and sarcomas occa- 
sionally have been reported in association with] 
acrodermatitis chronica atrophicans, but we 
believe that in many of these cases they were 
probably coincidental and not attributable to the 
disease and in others the diagnosis was not sub-} 
stantiated by histopathologic studies. 


33. Hollander, L., and Schmitt, C. L.: Atrophy 


the Skin and Subcutaneous Fat, Arch. Dermat. & Syph.@gj 
46:414-418 (Sept.) 1942. Oppenheim.t Sweitzer and P 
Laymon.8 of e 
34. Chargin, L., and Silver, H.: Macular Atrophy chrc 
of the Skin, Arch. Dermat. & Syph. 24:614-643 (Oct 4 
1931. = 
35. Scull, R. H., and Nomland, R.: Secondar 7 
Macular Atrophy: A Study of Twelve Cases Occurring 
in Connection with Various Disorders, with Considera- es 
tion of the Pathologic Relationships, Arch. Dermat. 8@@ Klaz 
Syph. 36:809-820 (Oct.) 1937. TO] 
36. In studies to be published by McNairy with one Sy ph 
of us (H. M.), it appears that atrophic, balloon-like 38 
lesions associated with neurofibromatosis still show his 
tologic evidence of neurofibromatosis and do not show A 
simple atrophic changes in the elastic fibers, which 39 


would place the Schweninger-Buzzi condition in wit 
the group of macular atrophies. 


time 
? 
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Slow-growing sarcomas have been reported in 


aly 2 or 3 cases.** If one accepts the concepts of 


is of 


mor-lik 

oo kyrle, Petges, Jessner and others that pseudo- 
hicans:gelerodermatous proliferation and fibrous nodules 
in the yepresent late attempts at repair in acroderma- 
chronicatis chronica atrophicans, then one can conceive 
liopathigago™ this process could proceed further to 
ith change. 

rmatitiggy Most of the epitheliomas reported have arisen 
thologig™mether from old stasis (varicose) ulcers or ulcers 
with pseudosclerodermatous infiltra- 
‘hronicamtons. especially those about the ankles. There 
er, frongmmvcre 2 cases of the 45 in our series in which 
° excelqmeitheliomas were found. In 1 case a squamous 
d Scylfffe! epithelioma of grade 2 (Broders’ method ) 
tructiongm™ ceveloped from a stasis ulcer of the ankle which 
of thirteen years’ duration whereas acroder- 
naculasmcctitis had been present only five years. In 
iat t! second case, a 75 year old woman had had 
 ridgegm senile keratoses of the face and recurrent epi- 
|. Thig lioma of the neck of many years’ duration. 
to the: addition, she had on the right flank a typical 


36 son of superficial epitheliomatosis, histological- 
basal cell in type, which was of ten years’ 


egy: ration and which was situated in a pseudo- 
dermatous band. rhe acrodermatitis was 
ee generalized but of only two years’ duration. In 
cither of these 2 cases was any atrophy of the 
dermis to be found adjacent to the epitheli- 
as, nor had the epitheliomas arisen from the 
rophic skin. The epitheliomas, therefore, in 
s occas of these cases can be presumed to represent 
1 with incidental condition not related to the acro- 
it we rmatitis. In the third case of acrodermatitis 
were cronica atrophicans, there was a large stasis 
to themg “cer of the ankle which had a pearly, rolled, 
t “lurated border clinically strongly suggestive of 
squamous cell epithelioma but which at the 
me of excision and graft proved histologically 
‘ea be benign, with only a moderate degree of 

eudoepitheliomatous hyperplasia. 

er a Pack and Wuester *° in 1942 reported 4 cases 
f epithelioma in association with acrodermatitis 
trophy chronica atrophicans and referred to the disease 
precancerous dermatosis, as did Slaughter “* 
ndar 37. Seyfert, H.-H.: Multiple maligne Tumoren auf 
Hs ie ‘en Boden einer Acrodermatitis atrophicans chronica, 
sta Jermat. Wehnschr. 99:1234-1240 (Sept. 22) 1934. 
nat. Alar, J.: Ein Fall von Acrodermatitis chronica 


trophicans mit Sarkombildung, Arch. f. Dermat. u. 
h Syph. 1384:160-170, 1921. 
38. Pack, G. T., and Wuester, W. O.: The Develop- 


vn nent of Cancer in Acrodermatitis Chronica Atrophicans, 
show M/A. M. A, 118:879-884 (March 14) 1942. 
which 3%. Slaughter, D. P.: The Role of Surgery in the 


with Treatn ent of Malignant Skin Tumors, Surgery 14:732- 
 (Nov.) 1943, 
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more recently. This perhaps may be attributable 
to Mackee and Cipollaro’s *° inclusion of acro- 
dermatitis chronica atrophicans with precan- 
cerous dermatoses, using this term in the broad- 
est sense and not, as one of us (H.M.) had 
done, limiting the term to a few dermatoses in 
which epitheltoma happens to develop in 20 per 
cent or more of the cases and which are charac- 
terized histologically by squamous cell epitheli- 
oma in situ.*? Pack and Wuester stated that 
most basal and squamous cell epitheliomas are 
scar cancers. We cannot agree with this view. 
They failed to distinguish between hypertrophic 
and atrophic scars. Thus, as Counseller, Craig 
and Montgomery *? have shown, epitheliomas 
frequently arise from leukoplakia but not, as a 
rule, from kraurosis vulvae unless leukoplakia 
has first Senile, roentgen ray, 
radium, arsenic and tar keratoses are true pre- 
cancerous lesions. Epitheliomas arising from 
chronic ulcers of the leg due to burns, varices 
and so forth occur in less than 6 per cent of the 
cases and are not true precancerous lesions. 


supervened. 


On further analysis of Pack and Wuester’s 4 
cases, one finds that in their first case of acro- 
dermatitis chronica atrophicans with epithelioma 
the disease was limited to the axillary regions and 
upper part of the arms, a distribution of lesions 
which does not correspond to that in any case 
previously reported; that the patient had had 
eighteen roentgen treatments, including the 
treatment of palpable lymph nodes, and _ that 
histologically the epithelioma was of the type one 
would associate with radiodermatitis. [lustra- 
tions of the second case show senile keratoses on 
the backs of the hands, suggesting origin of the 
epithelioma of the hand on this basis. No state- 
ment is made as to the origin of the ulcers on 
the ankles, although there is no question that 
the patient also had acrodermatitis chronica 
atrophicans. In their third case, one might be 
justified in presuming that the epithelioma arose 
from senile keratosis rather than from the 
atrophic skin. In their fourth case, despite the 
history of “great varicosities” of both legs, the 


40. MacKee, G. M., and Cipollaro, A. C.: The 
Treatment of Precancerous Lesions of the Skin, in 
Pack, G. T., and Livingston, E. M.: The Treatment 
of Cancer and Allied Diseases, New York, Paul B. 
Hoeber, Inc., 1940, vol. 3, pp. 1999-2026. 

41. Montgomery, H.: Precancerous Dermatosis and 
Epithelioma in Situ, Arch. Dermat. & Syph. 39:387-408 
(March) 1939. 

42. Montgomery, H.; Counseller, V. S., and Craig, 
W. M.: Kraurosis, Leukoplakia and Pruritus Vulvae: 
Correlation of Clinical and Pathologic Observations 
with Further Studies Regarding Resection of the Sen- 
sory Nerves of the Perineum, Arch. Dermat. & Syph. 
30:80-100 (July) 1934. 
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lesion must presumably be accepted as a squa- 
mous cell epithelioma developing in atrophic skin 
of acrodermatitis chronica atrophicans, although 
no histologic details were given regarding the 
presence of varices or changes in the epidermis 
adjacent to the epithelioma. Wise ** gave a 
brief report of a case of acrodermatitis chronica 
atrophicans in which squamous cell epithelioma 
developed as an ulcer in the atrophic skin on the 
inner aspect of the right thigh and remained 
healed aiter treatment. No details are given as 
to the method of treatment or whether the 
diagnosis was confirmed by histologic examina- 
tion. 

The few other cases of epithelioma on acro- 
dermatitis chronica atrophicans reported in the 
literature are difficult to evaluate because of the 
lack of sufficient data. If one excludes epitheli- 
omas that arose from stasis ulcers or from senile 
keratosis, then the incidence of epitheliomas in 
acrodermatitis chronica atrophicans at most is 
only a few per cent. 

We object to the designation of acrodermatitis 
chronica atrophicans as a precancerous derma- 
tosis because if one so designates this disease 
then a great many common dermatoses, such as 
psoriasis and lichen planus, in which epitheliomas 
rarely are seen independent of any treatment, 
would also have -to be included under this 
term. 

TREATMENT 

There is no known treatment for acroderma- 
titis chronica atrophicans that is satisfactory, 
although all types of treatment from endocrine 
therapy to the use of vitamins have been em- 
ployed and in solitary cases patients have been 
reported as being benefited by one or more 
methods of treatment. All the patients in our 
series of cases received multiple types of therapy 
without any appreciable benefit. 

We were pleasantly surprised to find that in 
several cases in which pseudosclerodermatous 
or stasis ulcers about the ankles were excised 
and grafted the grafts, on the whole, took well. 
The same was true in regard to the 2 cases in 
which there was epithelioma and in which heal- 
ing took place after excision with or without 
grafting. 

SUMMARY AND CONCLUSIONS 


Acrodermatitis chronica atrophicans is a 
chronic dermatosis of unknown cause usually 
involving the extremities, especially the extensor 
surfaces in the vicinity of the knees, ankles, el- 


43. Wise, F.: Acrodermatitis Chronica Atrophicans 
with Healed Squamous Cell Epithelioma, Arch. Dermat. 
& Syph. 15:230-231 (Feb.) 1927. 


bows and wrists. The disease, however, may }, 
generalized and appear as erythroderma wit! 
poikiloderma-like changes. At times it may | 
unilateral. It is not limited to one nationality 
continent, and it occurs fairly frequently amon 
native-born Americans. It is usually a disease , 
the later decades of life, predominating in womeq 
who are more than 40 years of age. Pseud 
sclerodermatous changes, with considerable scaj 
ing and thickening of the skin about the ankle 
with or without ulcers occur in about a third 
of the cases. So-called ulnar bands, fibrotis 
nodules and stasis ulcers are less frequent than 
pseudosclerodermatous changes. The histopatho- 
logic changes are distinctive if a specimen for 
biopsy is taken from a well developed area 
atrophy. There is preservation of a border zone 
of connective tissue between the flattened epi- 
dermis and the infiltrate in the cutis, but there 
is much destruction of connective and elast: 
tissue where the infiltrate occurs, resulting i: 
pronounced thinning of the cutis. This destruc. 
tion of collagenous and also elastic tissue mig! 
be caused by unknown toxic substances ass 
ciated with the infiltrate. Acrodermatitis chronica 
atrophicans, especially in its generalized erythr 
dermic forms, can be distinguished from other 
atrophic dermatoses on the basis of concomitant 
clinical and histopathologic changes. Acrode: 
matitis chronica atrophicans is not a precancero' 
dermatosis. There is no adequate form 
therapy known. The disease usually runs 
benign course and does not reveal definite ass- 
ciation with any systemic disease that ma 
coincidentally be present, especially among t) 
more elderly patients. 


ABSTRACT OF DISCUSSION 


Dr. Frep Wise, New York: This contribution is 
comprehensive review of the subject of acrodermatiti: 
chronica atrophicans and adds chiefly to the knowledg 
of its histopathology. The authors stress the point that 
the histologic structure of a well developed area 
atrophy is distinctive, enabling one to make a diagnos: 
microscopically. The average histopathologist has muc! 
difficulty in differentiating the end stage of this diseas 
from the end stages of other cutaneous atrophies. Bu! 
one must bear in mind that the authors’ findings 2! 
based on biopsies from 20 patients, which is probab! 
an all time record for this disease. 

Concerning the clinical aspects, little can be added 1 
the descriptions in Finger and Oppenheim’s monograp! 
published in 1910 (Finger, E., and Oppenheim, M.: D: 
Hautatrophien, Vienna and Berlin, F. Deuticke, 1919 
Most patients consult the dermatologist when the dis 
ease is in an advanced stage and the diagnosis may | 
made almost at a glance. Occasionally one encounter 
early changes, for example, a faint, pink band, extenc- 
ing from the base of the fingers on the dorsal aspec' 
of one hand to the region of the elbow; this band 1s 


not infiltrated, may have well defined borders and 's 


surface is smooth and glistening, the veins appeari: 
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sveitzer and Laymon in 1935. 


e a little more conspicuous than those on the un- 
‘ected hand. Careful examination is demanded in such 
ses, especially with respect to early changes in the 

of the lower extremities. The patients are re- 


ested to report for further examination at six month 


ervals. Judging from my experience, concomitant 
taneous and visceral lesions are rare. One patient 
sarcoma of the ankle and 1 with epithelioma of 
thigh have come under observation. 
he authors mention chronic arthritis as a complica- 
n ot the disease, referring to the case described by 
Their patient had a 
iar deformity of the hand, having the appearance 
, hand that had been forcibly flexed and twisted out- 
The diagnosis of atrophic arthritis with de- 
rmity was confirmed by roentgen examination. Within 
past three years, two similar instances were ob- 
ed at the Skin and Cancer Unit of the New York 
st-Graduate Medical School and Hospital. Both 


ents were men who also had extensive areas of 


idiopathic atrophy of the extremities and trunk, 
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but the eruption as a whole did not resemble acro- 
dermatitis chronica atrophicans but appeared rather to 
be an atrophy following a long-standing diffuse erythro- 
derma. I am inclined to the belief that such arthritic 
changes, as well as associated cutaneous malignant 
growths, are not intrinsic complications of acroderma- 
titis chronica atrophicans. 

I have had no successful results from therapy. At 
the present time 1 of my patients is taking dihydro- 
tachysterol but it is too soon to determine its effect 
on the skin. 


Dr. HAmitton Montcomery, Rochester, Minn.: 1 
am glad to have Dr. Wise mention the reported roent- 
genologic changes in the bones and arthritic changes, 
and I am in accord with him that they are coincidental 
rather than a fundamental part of the picture. 

Dr. Wise probably has seen more cases of acroder- 
matitis chronica atrophicans than any one else in the 
United States, and I am therefore deeply appreciative 
of his discussion of this paper. 
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Clinical Notes 


HYPERSENSITIVITY 


Report of 


GERALD A. SPENCER, 
Because of the extensive use of ephedrine as one of 
the principal active ingredients in many nose drops, | 
Wish to present this case, in which there was an acute 
eczematous eruption occurring around the nostrils and 
a possible dermatitis medicamentosa on other portions 
ot the body. Both eruptions seemed to be caused by an 


oily inhalant which contained ephedrine. 


REPORT OF CASI 


R. J., a 34 vear old Negro woman, was seen by me 
because of an acute eruption on her face and body. She 
stated that two days prior to the appearance of the 
eruption she had used an oily preparation as nose drops 
to abort an acute rhinitis. The eruption, which first 
began around the nostrils, spread to the forehead and 
finally to other parts of her body. 

Examination showed an acute erythematous papulo- 
vesicular and scaling eruption around the nostrils and 
on the upper lip, which extended about 2 inches (3 cm.) 
to both sides of the nose (fig. 1). On the forehead, 
there were several discrete erythematous and papular 
lesions which extended down to the neck. On_ the 
upper and lower limbs and on the trunk similar papular 
lesions were observed (fig. 2). The upper part of the 


TO EPHEDRINE 


a Case 
M.D., New Yorxk 


nasal tract and pharynx were extremely red 


edematous. The rest of the examination revealed 


nothing relevant. 
A patch test was made on the inner aspect 


arm with the oily inhalant. It elicited a positive 


action. The contents of the preparation as presented o1 


the label were as follows; camphor, menthol, eucalypt 
and ephedrine. 
1 per cent menthol, 1 per cent eucalyptol, 1 per 

camphor and 1 per cent ephedrine, each dissolved 


liquid petrolatum. 


All elicited negative reactions wit! 


Patch tests were then performed wit! 


the exception of the ephedrine, which elicited a positive 


reaction. 
It was not possible to obtain information as t 
previous sensitivity to the drug. 
COMMENT 


The eczematous eruption around the nasal orifices wé 


apparently the result of direct contact with and _ local 


sensitivity to ephedrine, whereas the eruption on 


face, neck and other portions of the body might 


considered as a hematogenous spread, either through 


local absorption or by ingestion of the drug. 


2135 Seventh Avenue. 
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Fig. 1—Eczematous eruption around the nostrils and on the upper | 


ead and neck. 
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RELATIONSHIP OF LYMPHOGRANULOMA VENEREUM IN- 
FECTION TO THE INCIDENCE OF HYPERGLOBULINEMIA. 
Paut B. Beeson and Epwarp S. Mitter, Am. J. 
M. Sc. 207:643 (May) 1944. 


Because of the prevalence of lymphogranuloma ven- 
ereum in the Negro population in Georgia, a study was 
made of the incidence of hyperglobulinemia in 2,375 
serums from both the white and the Negro population. 
The “formol-gel test” (jellying of the serum in the 
presence of solution of formaldehyde) was used to detect 
the presence of increased globulin. Hyperglobulinemia 
was more than ten times as frequent in the serums of 
Negroes as in the serums of white persons and was 
found in a slightly higher proportion of women than of 
men, 5.6 per cent of Negro men and 8.3 per cent of 
Negro women. Increased globulin was more frequent 
in the serums of persons with syphilis, but it is thought 
not to be caused by the syphilis but rather to result 
from the fact that persons who have acquired one 
venereal disease are apt to have acquired another. 
There were 13 instances of hyperglobulinemia among 125 
serums with positive Kahn reactions. Seventy-four gave 
a positive reaction for lymphogranuloma venereum, and 
this group included 12 of the serums showing hyper- 
globulinemia. This appears to be a significant difference 
and points to lymphogranuloma venereum rather than to 
syphilis as the principal cause of hyperglobulinemia. 


TUMEFACTION OF SUBCUTANEOUS FAT FOLLOWING THE 
INJECTION OF INSULIN: A CLINICAL AND HISTOLOGIC 
Stupy. Huco T. ENGELHARDT and VINCENT J. 
Derses, Am. J. M. Sc. 207:776 (June) 1944. 


A case of localized fat tumefaction following admin- 
istration of insulin is presented, and the authors point 
out the paradoxic effects of injection of insulin on sub- 
cutaneous fat; on the one hand, atrophy may follow and, 
on the other, fatty tumefaction may result. All writers 
on the subject appear to be in agreement that lipoid 
tumefaction following administration of insulin appears 


chiefly in children. Lyncu, St. Paul. 


A SEVERE REACTION FOLLOWING ADMINISTRATION OF 
Drasone. Kart H. Pruetze and Marjorie M. 
Pyia, J. A. M. A. 125:354 (June 3) 1944. 


After the administration of diasone (the disodium 
formaldehyde sulfoxylate derivative of diaminodiphenyl- 
sulfone) for three weeks to a tuberculous patient, a 
pemphigus-like eruption appeared. This was followed 
by an exfoliative dermatitis. The patient’s palate and 
pharynx were covered by a red punctate rash. 


Contact DERMATITIS FROM PENICILLIN. H. D. PYLE 
and Herpert Rattner, J. A. M. A. 125:903 (July 
29) 1944. 


Pyle and Rattner report a case of contact dermatitis 
from penicillin in a medical officer in charge of pre- 
paring the various solutions as well as of administering 
the drug to patients. The eruption began as a mild 
marginal blepharitis and conjunctivitis. It soon spread 


Abstracts from Current Literature 


Epitep By Dr. HErBert RATTNER 


to the bridge of the nose, the forehead and the centra! 3 
oval of the face. It had the characteristics of a rela. 
tively acute dermatitis due to contact with an irritant 
In the course of a few weeks eczematous lesion; 
appeared on the hands and penis. When the patient 
was relieved of handling penicillin, the eruption com. — 
pletely disappeared in a fortnight. When he was agai; 
exposed to penicillin, the eruption recurred. A pate! 
test with penicillin elicited a strongly positive reaction 
Additional patch tests indicated that it was the penicill;; 
and not the medium on which it is cultivated which was 
responsible for this contact dermatitis. 


HENSCHEL, Denver, 


THE ADMINISTRATION OF NICOTINIC ACID ant 
Catctum Lactate IN URTICARIA. Dorris Coss 
CHAMBERS and Harry S. Bernton, J. Allerg; 
15:141 (March) 1944. 


Chambers and Bernton administered 20 mg. of nico- 
tinic acid twice daily and 5 grains (0.3 Gm.) of calcium 
lactate three times daily to 15 patients suffering fron 
urticaria. The results were gratifying; great improv 
ment was produced within twenty-four to forty-eight 
hours, and complete clearing of the skin resulted in | 
three or four days. After the attacks subsided, th 
authors found that the nicotinic acid could be reduced 
to 20 mg. per day for about ten days and then give: 
every other day, with discontinuance after one mont! 
The nicotinic acid was given with meals to avoid th 
flushing and tingling of the skin that sometimes follows 
if it is taken in the postoperative state. 

In 2 patients a coexisting asthma was _likewis 
benefited by this therapy. 


VITAMIN Bi HYPERSENSITIVITY WITH DESENSITIZ:- 
TION: Report OF A CASE. Morses M. Mirran! 
J. Allergy 15:150 (March) 1944. 


The author reports a case of a macular pruriginous 
eruption in a 15 year old girl, involving the face, chest 
and back. The eruption appeared after the first injec- 
tion of 50 mg. of a commercial preparation of thiamin 
hydrochloride and chlorobutanol, in a saline solution 
Subsequently three similar daily injections produced th: 
similar results. 

Intradermal tests to five different brands of thiamin 
hydrochloride gave 3 plus reactions; the saline solution 
and the chlorobutanol elicited negative reactions. 
Prausnitz and Kiistner passive transfer test elicitec 
positive reactions to the five brands of thiamine hydr 
chloride. 

Desensitization was accomplished by daily subcu- 
taneous injections of solution of thiamine hydrochloride 
in small increasing doses until the patient tolerated 
dose of 1 cc. containing 100 mg. 

Evidence of desensitization was based on cessati’ 
of symptoms with continued use of thiamine hydr 
chloride and a negative reaction to an intradermal tes! 
MENDELSOHN, New York. 
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T. H. Setpon and H. H. Youne, Proc. Staff Meet., 


1 


Mayo Clin. 18:385 (Oct. 20) 1943. 


venicillin on the causative organism. 
ndicate that Ery. rhusiopathiae is sensitive to the action 
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DrieD Rep Bioop CELLS IN WouND HEALING. 


Infected wounds, postoperative abdominal wounds 
ich had not healed above the fascial layer, certain 
roctologic wounds, varicose and other ulcers of the 

amputation stumps and open chest wounds were 
-eated with the dried powdered red blood cells. The 


sults were not uniformly beneficial but were sufh- 
ently promising to warrant more investigative work. 


Tumors: DIAGNOSIS AND TREATMENT. J. 
G. Love, Proc. Staff Meet., Mayo Clin. 19:113 
March 8) 1944, 


Probably 50 per cent of glomus tumors, or at least 
e symptoms of the tumors, appear after some trauma 
ich may be relatively trivial. The symptoms are out 
‘ proportion to the size of the lesion. The tumor is 
sally not more than a few millimeters in diameter. 
is most commonly seen on the extremities, under 
nail. Usually the patient complains of severe 
iroxysms of pain which seem to originate at the site 
i the lesion. The lesions are sometimes extremely 
yall, and thereiore if the typical purplish color is 
sent they may not be seen. The question of whether 
not these lesions may become malignant is debatable. 
enerally glomus tumors are considered benign. 
Love has found the test which he elects to call the 
in” test valuable in the diagnosis and localization of 


this tumor. A steel pin is used to examine around the 


sion. The point of the pin can be pressed into the skin 
snear as 1 cm. to the lesion without producing severe 
ain, but just as soon as the point is pressed over the 
ion the patient will have an excruciating attack of the 
aracteristic pain projecting from the lesion. On 


many occasions when the author was unable to see the 


he was able to identify its location and make 


the diagnosis with the help of the pin. 


The treatment of tumors is surgical excision. Im- 
vediate relief of pain does not occur after complete 
val of the lesion. 


PENICILLIN IN THE TREATMENT OF EXPERIMENTAL 


INFECTIONS Due TO ERYSIPELOTHRIX RHUSIO- 
PATHIAE. FF. R. and W. E. HErRRELL, 
Proc. Staff Meet., Mayo Clin. 19:340 (June 28) 


Erysipeloid is an infection caused by the organism 
| swine erysipelas, Erysipelothrix rhusiopathiae. The 
available treatment has been the use of immune 


“rum. Sulfonamide compounds are ineffective in the 
treatment of the clinical disease as well as of the ex- 
erimentally produced disease in mice. 


Heilman and 
rell have studied the in vitro and in vivo effects of 
In vitro tests 


i penicillin. For the in vivo studies, 40 mice were 
wculated with a virulent culture of Ery. rhusiopathiae 


ind 40 mice were untreated. All of the untreated mice 


Of the 40 mice treated with penicillin, only 2 died. 
HENSCHEL, Denver. 
PatcH Test 1n Contact DERMATITIS. LovuIs 


SCHWARTZ and SamMvueEL M. Peck, Pub. Health Rep. 
99:1 (April 28) 1944. 


A complete résumé of the authors’ experience with 
€ patch test in the diagnosis of contact dermatitis is 


given. The technic of the patch test, variations in 
technic and especially modifications of the patch test 
for particular problems are discussed in detail. The 
complications and medicolegal aspects of patch testing 
are discussed as well as the use of the patch test to 
prevent outbreaks of dermatitis from the introduction of 
new chemicals, etc. The authors have termed this pro- 
cedure the “prophetic patch test.” 


THE CHEMOTHERAPY OF BURNS AND SHocK: VI. 
STANDARDIZED HEMORRHAGE IN THE Mouse. VII. 
THERAPY OF EXPERIMENTAL HEMORRHAGE. HEr- 
BERT TABOR, HERMAN KapaT and SANFORD M. 
RosENTHAL, Pub. Health Rep. 59:637 (May 19) 
1944. 


The authors describe a method whereby a large 
number of unanesthetized small laboratory animals can 
be subjected simultaneously to standardized hemorrhage. 
The results obtained in this paper along with those pre- 
viously published on burn and traumatic shock indicate 
that administration of specific electrolytes and fluid is 
of greater significance in therapy than administration 
ot plasma proteins. 

Whole blood is superior to isotonic solution of sodium 
chloride or serum. The response to whole blood given 
intravenously can be equaled by three times the volume 
of saline solution given orally. Erythrocytes suspended 
in isotonic solution of sodium chloride are as effective 
as equal volumes of whole blood. These facts indicate 
the importance of red cells in the therapy of hemorrhage. 

The experimental evidence would seem to justify the 
clinical trial of sodium salts administered in isotonic 
solution in part or entirely by mouth in amounts up to 
10 per cent of body weight in the treatment of burn 
shock, traumatic shock and hemorrhage. For war 
casualties, particularly where intravenous medication is 
not immediately available, the procedure may be of value 
as a first aid measure. 


"LFARSPHENAMINE IN THE THERAPY OF SYPHILIS: A 
CoMPARATIVE STUDY OF THE TOXIC MANIFESTATIONS 
oF NEOARSPHENAMINE AND SULFARSPHENAMINE. 
Tuomas F. Prospey, EpcAar W. Norris, AUSTIN V. 
DerserT and ELeanor V. Price, Pub. Health Rep. 
59:733 (June 9) 1944. 


This study presents a clinical comparison of the re- 
activity of neoarsphenamine and sulfarsphenamine in 
the treatment of syphilis. The reaction rate for neo- 
arsphenamine is only slightly less than that for sulf- 
arsphenamine, although the total rates are approximately 
the same. Sulfarsphenamine appears to be a particu- 
larly toxic drug for white women. 

Of the minor reactions, gastrointestinal (26.8 per 
thousand) and febrile (6.0 per thousand) occurred most 
often after neoarsphenamine therapy ; in the group receiv- 
ing sulfarsphenamine gastrointestinal reactions (26.6), 
slight eruptions (7.6) and pruritus (5.7) were most 
frequently encountered. With neoarsphenamine therapy, 
icterus (3.3) and dermatitis (2.6) were the major reac- 
tions of importance; with sulfarsphenamine, dermatitis 
(3.1) and purpura hemorrhagica (2.9). The significant 
observation of the comparative study of reactivity of 
neoarsphenamine and sulfarsphenamine is that icterus 
occurred most frequently after neoarsphenamine, and 
purpura most frequently after sulfarsphenamine. 

Concurrent treatment with sulfonamide compounds 
and neoarsphenamine had no influence on the reaction 
rates, but when sulfonamide compounds were combined 
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with sulfarsphenamine the incidence of purpura hemor- 
rhagica (6.1) was two and one-half times as frequent 
as when sulfarsphenamine (2.4) was administered alone. 

Sulfarsphenamine is less toxic in patients receiving 
the first course of therapy than is neoarsphenamine ; but, 
conversely, neoarsphenamine is less toxic than sulf- 
arsphenamine in patients receiving the second and 
especially the third course of therapy. 


Peck, Bethesda, Md. 


Tue ROLE OF THE SULPHONAMIDES IN DERMATOLOGY. 
ReGINALD S. Heatrucorte, Brit. J. Dermat. 56:59 
(March-April) 1944. 


The sulfonamide compounds affect chiefly or exclu- 
sively the metabolic processes of the organism; and as 
the drugs are more effective in febrile than in afebrile 
patients metabolism will proceed more rapidly at the 
higher temperature. This may explain why sulfon- 
amide compounds are more efficient against infections 
with virulent than against infections with avirulent 
organisms. In the treatment oi gonorrhea, a disease 
not associated with fever, better results have been 
claimed for the drugs in cases in which they were 
used simultaneously with hyperthermia. 

The risk of inducing resistance in the infecting strain 
must always be borne in mind. The process takes a 
little time to develop, and the organisms may by then 
be so reduced in number that the ordinary defensive 
processes of the body can deal with them satisfactorily, 
for the resistant bacteria are just as susceptible as the 
nonresistant to the effects of antiserums. Nevertheless, 
it is desirable to adopt the tactics of the Blitzkrieg by 
beginning with large doses, so as to obtain quickly a 
relatively high blood concentration of the drug, and 
to continue such doses as will maintain that level as 
nearly constant as possible. 


SULPHONAMIDES IN DERMATOLOGY. DoNALD M. PILts- 
BURY, Brit. J. Dermat. 56:68 (March-April) 1944. 


Various sulfonamide compounds are effective in the 
treatment of superficial pyogenic infections of the skin, 
particularly impetigo. Sulfathiazole in 5 per cent 
strength is more effective than sulfadiazine, sulianil- 
amide or sulfapyridine. The type of base used is 
important, and water in oil or oil in water emulsions 
appear to be definitely superior to others. 

The technic of treatment is also important. Sub- 
stances which inhibit the action of sulfonamide com- 
pounds, such as crusts and pus, must be removed by 
mechanical cleansing at least once a day. 

It appears that in persons with chronic dermatoses 
in which there is an element of sensitivity, particularly 
to pyogenic bacteria or their products, sensitivity to 
sulfonamide drugs, especially sulfathiazole, may easily 
be induced by topical application. This ease of sensi- 
tization offers a serious contraindication to topical use 
of sulfonamide compounds for such diseases. 

In the treatment of acute superficial pyodermas, when 
the period of application was not longer than five days 
sensitization reactions to sulfonamide drugs have not 
been encountered in frequency or in severity sufficient 
to militate against the over-all usefulness of this type 
of therapy. Nevertheless, the justifications for such 
therapy must still be regarded as sub judice. The 
need for effective sulfonamide compounds with lower 
sensitizing properties than those now available is 


apparent. 


DERMATOLOGY 


AND SYPHILOLOGY 


SEBORRHOEIC SKIN Eruptions. J. A. Scory, Bri 
Dermat. 56:80 (March-April) 1944. 


In the author’s opinion the seborrheic state, 
thesis, results primarily from an excessive consumptio; 
of carbohydrate foods and fats and an excessive jntal 
ot fluids. This leads to a retention of fluids in 
tissues if the kidneys are not unduly permeab| 
water. The contributory factors are an endocrin 
balance (not yet fully studied), which affects 
persons at the ages of puberty and the climacteric (ma 
and female), and a deficiency in the intake or the 


sorption of vitamin C. 


The tissues or organs affected and the type ai 

ot the lesions depend on the presence of a congenita 
or an acquired weakness (locus minoris resistentia 
prolonged but mild exposure to external irritants, sy 
as sun, wind, dust, occupational irritants and cosmetics 
the presence of circulating toxins or poisons, such 
alcohol, bacterial toxins and food toxins, and the pres 
ence of bacterial infections, scabies, pediculosis 
various infestations. 


In an obese person symptoms and signs are 1 
as long as fat is freely produced from the digestion a 
the absorption of fatty foods and from dextrose, whi 
is formed in excess. The fat fixes the toxins and othe 
poisons which have escaped normal destruction. Wh. 
fat is no longer produced in sufficient amount or 
saturated by these toxins and poisons, the signs 
symptoms of the diathesis appear; and true diabetes! 
mellitus (pancreatic exhaustion or disease) is also e: 
countered. Bacterial infections have then a free an 
suitable field of action. This explains why obese persons 
remain in excellent health for so long and why thei 
resistance to bacterial infections breaks down suddenly 


The author is of the opinion that the renal excretio: 
of water, which varies enormously in different persons, 
has an important bearing on the signs and symptoms oi 
the seborrheic diathesis. When excretion of water is 
rapid, there is no time for it to invade the skin and 
other organs and tissues and the diathesis is nonexistent 
or at least symptomless. Excessive drinking of fluid in 
such a case leads to debility from excessive loss 
sodium chloride and other mineral salts. 


3LUEFARB, Chicago. 


KOILONYCHIA AND PoOLYCYTHAEMIA VERA. A. J. GLAZE- 
BROOKE, Edinburgh M. J. 51:65 (Feb.) 1944. 


Koilonychia (spoonlike concavity of the nails) devel 
oped in association with other symptoms in a patient] 
with polycythemia vera described by Glazebrooke. 
eral roentgen irradiation reduced the red blood ce! 
count and greatly increased the serum iron value, an 
healing of the koilonychia occurred. Koilonychia 
frequently been reported in association with microcyt 
and hypochromic anemias. This case and other evidet 
suggest that the changes in the nails result fron 
deficiency rather than from the anemia (thoug! 
too, may be due to iron deficiency). 

Lyncu, St. Paul. 


I 


Tue INncIpENCE OF TeETRYL Dermatitis or “C1! 
RasH. H. M. L. Murray, R. W. PRUNsS n 
R. D. Anperson, M. J. Australia 1:104 (Feb. 9 
1944. 


The major manifestation of exposure to tetryl 
“C.E.” rash. Typically this rash resembles fairly a 
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CORRESPONDENCE 


r dermatitis. 
the face which are best supplied with sebaceous 


It normally affects those portions 


The follicular, stage is usually followed by some 


vesiculation and crusting. The rash is asso- 


ilmost entirely with tasks which require actual 


For new employees, the 


nding of the explosive. 
risk of rash occurs between the fourteenth and 


enty-fourth days of employment. The seasonal inci- 


is at a maximum between August and October 


minimum in January and February. 


Correspondence 


VITAMIN A DEFICIENCY OF 
THE SKIN 


the Editor:—I read with interest the article on 
linical Manifestations of Vitamin Deficiencies as 
served in the Federated Malay States” by Dr. Paul 
sal (ArcH. DerMAT. & SypuH. 50:160 [Sept.] 1944). 
The clinical features and histopathologic changes corre- 
with those described in my report of an investiga- 
nin China (Reiss F.: A Contribution to Cutaneous 
wnifestations of Vitamin-A Deficiency, Chinese M. J. 
0:945 [July] 1936). In addition to the perléche-like 
ions described, I also noticed, not infrequently, trans- 
rse furrows of the nail plates. In contrast to the 
sions of Dr. Fasal’s patients, the perléche-like lesions 
all our patients disappeared under cod liver oil 
erapy simultaneously with the disappearance of the 
taneous manifestations. It appears to me, therefore, 
that the cutaneous manifestations are an indication of a 
eficiency or a lack of vitamin-A primarily rather than 
ia deficiency of the vitamin B factor. 
While I admit that perléche-like lesions have fre- 
ently been observed in China in persons with ribo- 
favin deficiency, the cutaneous lesions, however, had 
mthing in common with the cutaneous follicular mani- 
iestations observed in association with vitamin A de- 
ncy. I feel that prolonged and well controlled cod 
er oil medication takes care of the perléche-like 


A REcORD OF COMMONER SKIN DISEASES AT A ROYAL 
AUSTRALIAN AtR Force Hospitar. B. N. O. 
CoLAHAN, M. J]. Australia 1:107 (Feb. 5) 1944. 
During the year 1942 over 500 patients with derma- 

tologic diseases were treated at a Royal Australian Air 

Force hospital. The five cutaneous diseases most fre- 

quently seen were impetiginous infections of the face 

and neck, axillary hyperhidrosis and intertrigo, sebor- 
rheic dermatitis and seborrheic intertrigo, dyshidrotic 
conditions of the feet and pyogenic infections of the legs. 


HeNSCHEL, Denver. 


lesions and that the introduction of riboflavin or the 
vitamin B complex in the therapy of the well estab- 
lished disease syndrome weakens rather than confirms 
the concept of vitamin A deficiency of the skin. 

M.D., New York. 


FREDERICK REISS, 


NOTICE 

The Scientific Session of the 1945 meeting of the 
Section on Dermatology and Syphilology of the Medical 
Society of the State of New York will be held at the 
Hotel Statler in Buffalo on Wednesday and Thursday 
mornings, May 2 and 3, 1945. 

Members of the Medical Society of the State of New 
York who wish to present papers will please forward 
their titles to the Secretary before Feb. 1, 1945. 

FE. Witttam Apramowitz, M.D., Secretary. 
York 19. 


853 Seventh Avenue, New 


CORRECTION 


The title of the article by Dr. Hal E. Freeman which 
appears in the November issue (ArcH. Dermat. & 
SypH. 50:320, 1944) should read “Aplastic Anemia 
with Thrombopenic Purpura and Agranulocytosis Com- 
plicating Mapharsen Therapy.” 


c? 
53 
. Brit 
f the 
sumption (lint, 
leable tol 
hie 
r the a 
and sitell 
ongenital 
‘tentiae 
nts, suchil 
smetics 
such as 
the pres | 
delave 
stion ai 
e, whi 
nd othe 
nt or is | 
ens ar 
1cago, 
GLAZE-§ 
) devel 
patient § 
ue, al 
hia has 
crocyt | 
vider 
Paul. | 
“C3 
Feb. 3 | 
try] 1s 
y acute | 


Society Transactions 


MANHATTAN DERMATOLOGIC satisfied without doing something else. I think tha 
SOCIETY patient should be put in good general health, haying 

the teeth fixed first. 
Dr. Georce M. Lewis: The point raised by D4 
Wieert Sacus, M.D., Secretary Andrews seems important. The man deserves erad 
cation of all foei of infection, and, since no betteg 

Dec. 14, 1943 cause has been brought forward, I should await devel 

opments until that has been done. 


ANTHONY C. M.D., President 


A Case for Diagnosis (Solid Edema? Milroy’s 
Disease?). Presented by Dr. E. WILLIAM ABRAM- 
OWITZ. 


Dr. ISADORE ROSEN: I agree with those who belie, 
that the disease is due primarily to a chronic recurreng 
inflammatory condition of both hands. From the his 

Mr. A. E., a white man aged 58, appeared at my tory, the patient has had a recurring chronic eczemadl 
office on Sept. 24, 1943. According to his past history, tous dermatitis. As a result of this, there was - 
an eruption developed on his right palm in 1916. He certain amount of damage done to the lymph vessels 
received treatment at the New York Skin and Cancer producing a lymph stasis. Similar changes nce an 
Hospital and showed slight improvement. Five or six the lower extremities following the erysipelas-| 
years later (about 1922) the eruption spread to his left manifestations associated with chronic dermat phytosisl 
palm. At that time he also had some trouble with the : ie 
joints of his finger for which he received treatment at Dr. E 
the Hospital for Joint Diseases. In 1926 he was given 
roentgen ray treatment at the Polyclinic Hospital for 


WILLIAM ABRAMOWITzZ: This man was 
violonist and had to give up his proiession because 
the swelling of the hands. He has bad teeth and ig 
being treated at a dental clinic. Since receiving roent 
gen treatment to the hands, he has not had an attac 
whereas he formerly had two or three attacks a wee 
developed swelling on the backs of his hands accom- he Jocation is unusual, but it may occur in this are 
panied by redness. Recurrent attacks of swelling and gepending perhaps on a neighboring focus of infecti 
redness have appeared several times weekly up to the The use of sulfonamide compounds was suggested soma 
present time. There have been no constitutional symp- time ago, and it is frequently of help for patients wi : 
toms with these attacks. have recurrent attacks of fever and erysipelatous lesions 
The backs of his hands are now edematous and show’ of the skin. Elephantiasis of the legs is helped | 
moderate redness. When he has a relapse, the redness — Kondoleon’s operation. Unfortunately, the patients ar 
and swelling become more pronounced. The patient subject to recurrences,. with resultant enlargement 
states that he has no knowledge of a similar condition Patients with Milroy’s disease are also subject to thesq 
oi the hands, legs or other parts of the body in his febrile and erysipelatous attacks. 
parents or siblings. Recently, after a pinprick, an 
infection developed which was followed by erythema Solid Edema of the Face. Presented by Dr. Jack 
and scaling of the palms, for which he received com- Wotr. : 7a 
pensation. With roentgen ray therapy his hands have 


shown some improvement. A. J., a man aged 52, first consulted me on July 23) 


1943, complaining of swelling of the face. He stated 
that this swelling had appeared suddenly about three 
years previously and had persisted in spite of numerous) 
forms of treatment, including the administration 
sulfanilamide and roentgen therapy. 

The right lower eyelid is pronouncedly edematous 
and the fulness stands out in contrast to the norma 
appearance of the left lower lid. The portion of the 
- : cheek beneath the lid is also enlarged and stands out 

Dr. Maurice J. I think that the patient in c pal pa- 
has solid edema, and if one of the sulfonamide com- — 
pounds has not already been tried I think it would be consistency and lacks the suppleness of the normal skin. 
well worth while to do so. I have greatly improved, é Bs. - 
if not cured, patients with solid edema of years’ stand- Examinations by several ophthalmologists and pe ; 
ing with moderate doses of sulfanilamide or sulfathiazole laryngologists did not reveal any abnormality whic 
over a fairly long period. I can recall 3 patients who would account for the swelling. : 
were definitely improved, and 1, I think, was cured. The patient obtains a measure of relief by wearing 
Sulfanilamide was used in the last-mentioned case. a specially made pressure bandage at night, whi 

apparently reduces the edema for a number of hours 


Dr. GEORGE C. ANDREWS: I cannot but be impressed during the day. 
with the carious and bad condition of the teeth. The DISCUSSION 
patient has old abscessed roots and severe pyorrhea. 
Dental roentgenograms were made, and it was advised Dr. Maurice J. Costetto: Has this patient recetvee 
that all teeth should be extracted. It is hard to prove vaccines: They would be worthy of trial. 
satisfactorily that there is any connection with the Dr. GeorcGeE C. ANDREWS: I should give this maa 
edema of the hands, but I certainly should not want some injections of a sterile milk preparation as non 


«@ 


to give the edema of the hands a classic name and be specific protein therapy. I am not convinced that tt 
54 


DISCUSSION 


Dr. Davin BLtoom: I believe that the edema in this 
case is due to the chronic eczema of the hands from 
which the patient has been suffering for many years. 
The redness of the skin and the age at which the 
edema developed are also points against the diagnosis 
of Milroy’s disease. 
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SOCTETY 


In the cases I have seen the lesions 
Whereas the lesion on 


solid edema. 
re distinctly circumscribed. 
right lower lid might be so considered, there is 

. addition to edema a redness of the skin over both 


jons Which looks like dermatitis venenata. The 
jon on the left side of the forehead is not circum- 
ribed but is rather a diffusely erythematous and 
ematous patch, with poorly defined edges. 
Dr. GeorGE M. Lewis: Because of the presence 
numerous minute vesicles, I thought of dermatitis 
nsenata as the first possibility, the second being lesions 
e to some bacterial focus, and as the third, the rather 
te possibility of factitial dermatitis. Because of 
possibility that this is a self-induced eruption, I 
egest a psychiatric study. 
x. FRED WISE: I want to ask Dr. Andrews whether 
diagnosis of dermatitis venenata is to be consid- 
in association with a deep-seated subcutaneous 


‘ration. 
x. GEORGE C. ANDREWS: Yes. 
De. FRED Wise: I can conceive of the superfluous 


«sue’s being removed by an experienced plastic sur- 


with favorable ultimate cosmetic result. 
HERMAN SHARLIT: Strangely, that impressed 
as a good suggestion. Of course, if there is an 
ction present, it would be dangerous to perform an 
ration. But if one performs several cultures of the 
in by the proper technic and pathogens are not iso- 
ted, | see no reason why it should not be attempted. 
Dr. Howarp Fox: I should consider this a classic 
xe of solid edema of the face. Possibly one of the 
ionamide drugs might be helpful, as Dr. Costello 
ggested. I am extremely skeptical about the value 
vaccines for this disease, having personally used 


tem with no favorable results. 


Dr. E. Witttam ApramowiTz: If a patient has 


zacks of fever with recurrence of the eruption, which 
: the classic syndrome, the sulfonamide compounds 


y abort the febrile attacks and in some measure 
luce the redness, but for patients who give no his- 
y of fever I think little can be accomplished with 
fonamide drugs or vaccines. I understand that this 
tient has had no febrile disturbances, and I question 
ether anything can be done with treatment except 
a plastic operation. 
Dr. Davin Btoom: When the edema is solid and 
‘long standing, there is, in my opinion, little benefit 
be expected from sulfonamide compounds or from 
similar drug, for one has to assume the presence 
‘fibrosis. When there is disfigurement, surgical pro- 
lure is indicated. 
Dr. ANTHONY C. Ci1poLLaAro: I agree with the 
gnosis. My experience with this disease is ex- 
mely limited; I have treated only 3 patients who 
1 it, with no improvement by any method of therapy. 
Dr. JacK Wo tr: I told this man that I did not 


dieve that anything could be done for him. He 


had low voltage roentgen therapy and a long 
riod of treatment with sulfonamide drugs, all with- 
tt benefit. We thought of removing the redundant 


sue from the eyelid, which is largely responsible 


' the unfortunate appearance, but, since the edema 


‘secondary to the process involving the cheek, it is 
ubtiul whether this operative procedure would offer 


re than a temporary respite. The patient tells me 


‘ had a pressure bandage made which he applies at 


Unless he wears this, 
The pressure exerted by 
bandage forces some of the fluid back and reduces 


ght and which fits snugly. 


b 
he swelling. 
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Lupus Erythematosus of Unusual Type. Presented 
by Dr. Maurice J. CostTE.to. 


Miss E. C., a woman aged 36, from private practice, 
acquired her first lesion on the chest about two years 
ago. This disappeared in six months without treat- 
ment. Six months ago several lesions recurred; there 
was one lesion on the right lower eyelid half the size 
of a dime and smaller lesions on the left upper eyelid, 
the left superciliary region and the upper right pectoral 
region. The patient stated that she had received three 
roentgen ray treatments prior to her first visit to me, 
one on July 2, another on July 9 and the last on July 
16, 1943, without effect on the lesions. On October 21 
she was given an injection of 1 cc. of bismuth sub- 
salicylate in oil and 3 ce. of crude liver extract. An oint- 
ment in a vanishing cream base containing 10 per cent 
phenyl salicylate was also prescribed, and she was cau- 
tioned about undue exposure to sunlight. On October 
30 she received injections of bismuth subsalicylate and 
crude liver extract. The eruption appeared to improve, 
and the injections were repeated on November 6. On 
November 13, there was an increase in redness and 
edema which the patient attributed to undue exposure 
to artificial light. On November 20 there was intense 
edema of a quarter-sized area surrounding the lesion 
on the right lower eyelid, with crusting and oozing. A 
wet compress was prescribed. A blood count at that 
time showed 7,250 leukocytes, of which 60 per cent 
were neutrophils, 36 per cent lymphocytes, 2 per cent 
monocytes, 1 per cent eosinophils and 1 per cent baso- 
phils. The erythrocyte count was 4,150,000, the hemo- 
globin content 76 per cent and the color index 0.9. A 
roentgenogram of the chest did not give any indication 
of pulmonary tuberculosis, although the patient stated 
that her sister had died of this disease. 

On November 27 the patient stated that she had been 
taking a preparation of liquid petrolatum containing 
phenolphthalein. It was thought that this might account 
for the superimposed fixed eruption. Liver extract and 
bismuth subsalicylate were again injected. The erup- 
tion continued to increase in a centrifugal manner. On 
December 4, there was a sharply circumscribed silver 
dollar—sized lesion involving the upper eyelid, lower eye- 
lid and malar prominence. Its border was elevated and 
studded with widely spaced crusted papules. There was 
a flare-up of the lesions of the left eyelid and the right 
upper pectoral region. The centers of these lesions, the 
sites of the original ones observed, were now white 
and surrounded by intense erythema. An intravenous 
injection of 12.5 mg. of gold sodium thiosulfate was 
administered. 

On examination today the eruption is definitely im- 
proved. The margin of the lesion on the face previously 
described is barely visible, and the intensity of the re- 
action of the lesion on the chest has ameliorated. The 
patient was given 25 mg. of gold sodium thiosulfate 
intravenously this afternoon. 


DISCUSSION 


Dr. E. WiLt1AM ABRAMOWITz: The lesions are un- 
usual, especially the history of edema and rapid spread- 
ing. That might happen under activation from treat- 
ment. From the lesions on the eyelid, I should make 
a diagnosis of lupus erythematosus. 

Dr. Maurice J. CostELLo: The patient reported after 
an exacerbation that she had been taking a laxative 
containing phenolphthalein. I thought that the lesions 
of lupus erythematosus acted as the point of least 
resistance. 
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Dr. Frep Wise: Dr. Costello’s idea that the eruption 
might be aggravated by phenolphthalein is more logical 
than the opinion that it might be made worse by bismuth. 


Dr. E. Asramowitz: I think that either 
the bismuth or the gold used in treating the patient is 
more apt to cause this type of eruption than phenol- 
phthalein. One of the things that Jadassohn emphasized 
regarding the fixed eruption was that it usually occurred 
in previously normal skin. 


Dr. Maurice J. Costetto: Within a period of four 
weeks the patient acquired an eruption on the right side 
of the face which had an elevated, sharply marginated, 
advancing border, with central clearing. To my mind, 
this is unusual for lupus erythematosus. I do not recall 
ever having seen such an example before. The eruption 
remained stationary for a long time, accompanied by 
intense redness of all areas involved. After the use 
of phenolphthalein was discontinued, the edema was still 
intense the following week. The exacerbation occurred 
within forty-eight hours after the patient had received 
bismuth or liver. I should say that it was probably 
the liver that caused this, because two weeks ago when 
I gave the patient 12.5 mg. of the gold salt and omitted 
the injection of liver extract, the eruption subsided and 
practically disappeared. 


A Case for Diagnosis (Pityriasis Rosea? Lichen 
Planus?). Presented by Dr. Max SCHEER. 

I. S., a woman aged 33, registered at the New York 
Skin and Cancer Hospital on Dec. 9, 1943, presenting 
cutaneous lesions of one month’s duration. A pinpoint- 
sized spot first appeared on the middle of the volar 
surface of the right forearm. Within a week other 
lesions developed on the forearms, the inner surfaces 
of the thighs, the buttocks, the popliteal areas and the 
back of the neck, in the order given. The general 
health has been unaffected. The lesions are slightly 
pruritic, more so at night. 

The lesions are symmetric and consist of pinhead-sized 
to match head-sized purplish papules, best seen on the 
dorsal surfaces of the hands and volar surfaces of the 
writs. Most of the lesions are located on the lower 
part of the back and buttocks, where they are diffusely 
involved and few clear areas are seen. The patches 
here are irregular, poorly defined, of various shapes 
and sizes, finely wrinkled and covered with fine scaling. 
Some are oval, with accentuation of the borders and 
clearing centers. Diascopic pressure causes only partial 
fading of the lesions. The oral mucosa is not involved. 

Examination of the scrapings for tinea was unsuccess- 
ful. Two sections were removed from the thigh for 
histologic examination, which was performed by Dr. 
Charles F. Sims. The epidermis presented a mild and 
slightly irregular acanthosis with some areas of para- 
keratosis. At some points, interstitial edema of the 
lower part of the epidermis could be noted, associated 
with exocytosis. There was a mild interstitial and 
parenchymatous edema of the collagen in the papillary 
zone. The vessels of the upper portion of the corium 
were moderately dilated and surrounded by a sparse 
cellular infiltration composed for the most part of small 
round cells. The differential diagnosis from this section 
lies between parapsoriasis and pityriasis rosea. The 
meager abnormalities in the section, such as a spotty 
parakeratosis, exocytosis and subepidermal edema, are 
common to both diseases. The absence of a true sub- 
corneal vesicle, however, favors the diagnosis of para- 
psoriasis. 


DISCUSSION 


Dr. IsaporE Rosen: I think Dr. Scheer’s first 
nosis is correct, namely, pityriasis rosea with secondary 
dermatitis. The unusual feature is the profuse eruptio; 
below the waistline. 

Dr. GeorGe C. ANDREWS: I agree, but there js , 
dermatitis superimposed on pityriasis rosea. 

Dr. Max ScHEER: I agree, of course, with the diag- 
nosis of pityriasis rosea, though in daylight one sees tha: 
there are some lichenoid lesions on the forearm. Ther: 
are no typical lesions of lichen planus. The biops 
suggested parapsoriasis. 


Adenoma Sebaceum. Presented by Dkr. Hearyay 
SHARLIT. 


H. M., a white man aged 47, has had small growths J 
on the face, nose and forehead for over twenty years, | 
These have slowly become larger. 

On these areas the patient now presents flesh-colored 
globular masses ranging from the size of a pea to that | 
of a small marble. These are not painful. 

At the time of presentation, a tentative diagnosis of 
adenoma sebaceum was made. Subsequent study of a 
biopsy section revealed the eruption to be trichoepithe- 
lioma. 

DISCUSSION 


Dr. WiLBert SACHS: It is a nevoid disease in which 
one may find any one of many tumors, such as tricho- 
epithelioma, cvlindroma and adenoma sebaceum. 

Dr. Howarp Fox: I agree that the lesions are 
much harder than those of adenoma sebaceum and that 
they closely resemble lesions of the scalp causing what 
is called the turban tumor. 

Dr. Max Scueer: I should defer therapy until the 
histologic report is obtained. 

Dr. E. I think that roent- 
gen therapy in a limited area might be worth trying, 
especially if the histologic report is that of a form ot 
benign epithelioma. 

Dr. Jack Worr: I agree with the idea of getting 
a histologic section and establishing a definite diag 
nosis before attempting therapy. Many of the peduncv- 
lated lesions can be ablated and the patient’s appearance 
considerably improved. 

Dr. Davin BLtoom: The term ‘adenoma sebaceum’ 
is usually used as a synonym of epiloia, or Pringles 
disease. Frequently, however, it is meant to designat 
adenomatous changes in the sebaceous glands, as seen 
in the aged, or belonging to nevi, as in this patient 
The term is therefore confusing. 

Dr. GeorGe C. ANprEws: I agree with Dr. Sachs 
and think it might be benign cystic epithelioma. 

Dr. D. E. H. CLeve-anp, Vancouver, British Colum- 
bia, Canada (by invitation): It seems to me that the 
lesions about the external meatus and also a few ©! 
the sides of the neck are similar to those seen in adults 
aiter acne, which may be clinical grounds for agreeing 
with Dr. Sachs’s opinion. 

Dr. Harotp Orr, Edmonton, Alberta, Canada 
invitation): I have never seen adenoma sebaceum de- 
velop in an elderly person. Electrodesiccation woul 
probably be a satisfactory method of treatment. 

Dr. Georce M. Lewis: This man was a patient at 
New York Hospital eight or ten years ago. A biops) 
was made, but, unfortunately, the record and the block 
of tissue cannot be found. At that time the lesions 
were much smaller than tonight. 
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rED Wise: I agree with those who say that 
should be no attempts at therapy until the his- 
gic diagnosis is established, but I think that the 
of vascular lesions speaks against a diagnosis 
adenoma sebaceum. 
\VILBERT SACHS: One cannot differentiate micro- 
ily among sebaceous nevus, adenoma of the se- 
glands and adenoma sebaceum. 
HERMAN SHARLIT: I was of the opinion that this 
vus and that the appendages of the skin are in- 
particularly the sebaceous glands. Only a his- 
examination can reveal the exact diagnosis. 


Scleroderma. Presented by Dr. GrorGe C. ANDREWS. 


a nurse aged 36, was well until a short time 
cer she had “virus” pneumonia in February 1943. At 
s time she noted a dull pain in the joints of the hands 

feet and swelling of the right forearm and wrist. 
swellings became indurated and widespread. For 
years she has had a chronic pansinusitis. Seven 
igo she had one ovary and part of the other 
ved, but the menses have remained normal. 
amination reveals a symmetric brawny induration 
skin and subcutaneous tissue of the forearms, 
ms, shoulders, upper part of the chest and_ breasts. 
lower extremities are mildly edematous, and on 
ehs there are streaks of induration. The hands, 
men, axillas and face are normal. The involved 
show a mottled light brown to dark brown pig- 
tation. The hands are warm and show no changes 
is are seen in Raynaud's disease. 
ly in the course of the disease the patient was 
varian preparations and thyroid extract. For the 
-t three months she has had subcutaneous injections 
cc. of neostigmine methylsulfate (1: 2,000) daily, 
with 15 mg. of neostigmine bromide and 25 mg. 
papaverine hydrochloride three times a day by mouth. 
has been no improvement. 
\Ithough the patient lacks the vasomotor and trophic 
mptoms of acrosclerosis, the onset with arthritis and 
persistent arthralgia make this diagnosis possible, 
ugh the absence of Raynaud's symptoms, the short 
ration, with spreading to body and thighs, and the 
k of involvement of the face are against this diagnosis. 
DISCUSSION 
FreD Wise: The patient has the ordinary variety 
progressive scleroderma, and I believe that the name 
sclerosis” should be used only when the sclero- 
1 begins at the fingers and progresses upward. 
Dk. Howarp Fox: I doubt whether there is any 
sitis in this case on account of the absence of ten- 
ness. I exerted firm pressure on the lesions without 
sing any pain. 
Jack WotrF: I agree with the diagnosis of 
lerma. I wonder whether many cases of Sellei’s 
rosclerosis are not examples of Raynaud’s disease. 
Javip Broom: A distinction can be made _ be- 
scleroderma and acrosclerosis. The latter disease 
rts with involvement of the fingers, toes and face. 
ater, lesions may develop on the body. Progressive 
ric scleroderma is, in my opinion, more serious 
other forms of scleroderma. 


\UL.Gross (by invitation): This is an interest- 


g for differential diagnosis. In examining the 
t ne could feel a rather deep-seated infiltration 
m <e that of scleredema adultorum. The eruption devel- 


er an acute infectious disease, and the histologic 


I should like 


are not typical of scleroderma. 
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to inquire of Dr. Fox whether, despite the atypical loca- 
tion, the diagnosis of scleredema adultorum would not 
be justified. The possibility of a recurrent panniculitis 
can be excluded on the basis of the histologic changes. 

Dr. Harotp Orr, Edmonton, Alberta, Canada (by in- 
vitation): I think that this is the ordinary variety of 
progressive scleroderma. 

Dr. Maurice J. Costetto: I think that this patient 
has scleroderma and believe with Dr. Rosen that she 
also has myositis. Most of these patients give a his- 
tory of being unable to walk without severe pain in 
the calf muscles unless they walk on their toes. I should 
like to offer a suggestion as to therapy, because one of 
my patients was definitely helped by dihydrotachysterol 
in fairly large doses. 
| agree with the diag- 
combination of 


Dr. ANTHONY C. CIPOLLARO: 
nosis of scleroderma and suggest a 
chemotherapy and physical therapy, the latter by way 
of the whirlpool bath to produce hyperemia by heat and 
massage, and chemotherapy to produce vasodilatation, 
by intravenous injections of mecholyl chloride or sodium 
nitrate. 

Dr. Witpert Sacus: I 
conception of fibrinoid degeneration in scleroderma. | 
have never found it or any other tinctorial degeneration 
in which the tissue is entirely absorbed. 


want to disagree with the 


Dr. Georce C. ANprREws: As Dr. Costello remarked, 
this woman has great pain in the legs, so that she 
stumbles and falls. It may be due to myositis of the 
posterior tibial muscle. I think one should go further 


into the matter of dermatomyositis. 


A Case for Diagnosis (Lupus Erythematosus and 
Granuloma of the Lip?). Presented by Dr. 
ANTHONY C. CIPOLLARO. 


G. H., a white man aged 59, born in Ireland, first 
attended the New York Skin and Cancer Hospital on 
June 28, 1939. He was previously presented at the New 
York Academy of Medicine on Oct. 3, 1939 for diag- 
nosis, the possibility of tertiary syphilis, moniliasis and 
lupus erythematosus being considered. 

The patient had a penile lesion of syphilis in 1917, 
for which he was treated for three and one-half months. 
Then for some unknown treatment was 
stopped. About five years ago therapy was resumed, 
and he was treated continuously with alternate courses 
of arsenicals and bismuth preparations for a period of 
two and one-half years. 

The Wassermann reaction of the blood and_ spinal 
fluid has always been negative. 

In August 1934, the patient was badly sunburned at 
the beach and the lower lip became swollen. Fissures 
developed the following day. In spite of much treat- 
ment with various topical remedies, including roentgen 
rays, and fever therapy (typhoid vaccine), the eruption 


reason the 


persisted. 

A recent complete medical check-up, including an 
examination of the spinal fluid and roentgen examina- 
ions, revealed normal conditions except for the local 
lesion. On the basis that the lesion might be of syph- 
ilitic origin, the patient was given two courses of a 
bismuth preparation and three courses of neoarsphen- 
amine, with slight changes in the lesion of the lip but 
never with complete remission. 

\ Frei test was performed, and found to elicit a posi- 
tive reaction; it was then thought that the lesion 
was an unusual manifestation of lymphogranuloma 
venereum. The patient was treated with Frei antigen 
and also with fuadin, without improvement. 
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Several biopsies were performed, with the following 
reports: 

July 5, 1939: “Superficial dermatitis with pronounced 
cellular infiltration; predominantly plasma cells.” 

May 8, 1940: 

May 19, 1941: “Tertiary syphilis.” 

Nov. 11, 1942: 

Dec. 1, 1942: “Chronic inflammation of the skin and 
mucous membranes.” 


“Suggests a syphiloderm.” 


“Prickle cell epithelioma.” 


All of these tissues were removed from the lip. 
Various blood counts normal. Determinations 
of sedimentation rate and of blood chemistry, tests of 
hepatic function, urinalyses and swabs for bacteriologic 
examinations all yielded essentially normal findings. 


were 


The patient was thoroughly studied in the vascular 
clinic, and no evidence of vascular disease found. 

Since the patient was thought to have an epithelioma 
of the lip, he was referred to the tumor clinic, where he 
was watched and studied carefully; no evidence of 
malignancy of the lesion was found. He was treated 
there with bland local remedies and with large doses 
of compressed yeast. 

During the past few weeks several lesions have de- 
veloped on the face and neck. He now presents a lesion 
on the lower lip, affecting mostly the right side of the 
lip, which is of a granulomatous nature, with some de- 
pression and some superficial ulceration. There is a 
granulomatous process which is probably inactive at 
On the sides of the face and neck there are 
sharply demarcated and 
suggesting the possibility of 


present. 
scaly erythematous 
somewhat telangiectatic, 
lupus erythematosus. 


lesions, 


DISCUSSION 


Dr. Davip Bioom: I have been impressed with an 
observation which I have made of 3 or 4 patients with 
lupus erythematosus of the lips or near the lips, namely, 
the atypical appearance of lupus erythematosus in this 
area. I believe the patient has lupus erythematosus of 
the chin. 

Dr. Howarp Fox: I think that this man is suffering 
from two diseases: He obviously has had syphilis, but 
| cannot conceive of the lesions on the neck being a 
late manifestation of syphilis. They are certainly not 
nodules. A diagnosis of lupus erythematosus was made 
early in the course; hence that diagnosis is a likely one. 

Dr. Witpert Sacus: The slide I saw from the lip 
was definitely not a section from a lesion of lupus 
erythematosus. My diagnosis was syphilis. 

Dr. Frep Wisk: | examined this patient three years 
ago, at which time he had a syphilitic lesion, confirmed 
by biopsy, on the lower lip. He now shows a syphilitic 
tongue, with leukoplakia and atrophy of papillae, and 
the lesions of lupus erythematosus on the sides of the 
neck. I believe that if this patient were demonstrated 
as having lupus erythematosus and nothing were said 
about the other lesions, it would be agreed that the 
eruption on the side of the neck is lupus erythematosus. 
| see no reason why the two diseases should not coexist 
on different parts of the body. 

Dr. E. Wriam AsramMowitz: We had this patient 
in the hospital and were never able to make any kind 
of clinical diagnosis for the lesions of the lip, aside 
from the fact that he had signs of syphilis of the tongue 
and had had inadequate antisyphilitic treatment. Rather 
strenuous antisyphilitic treatment had only a slight in- 
fluence on the lesion. He later acquired an ulceration 
on the mucosal side of the lip for which a diagnosis 


of prickle cell epithelioma and later chronic inflamm, 
tion was made. I can say that this man has Lethe 
erythematosus now. The lupus erythematosus of + 
lip may have had an unusual appearance because 

old syphilis. 


Dr. Pavut Gross (by invitation): Even if this patien:§ 
has lupus erythematosus and leukoplakia of the ts neue § 
he also has a perléche-like lesion at the corners of 4] 
mouth and vascularization of the cornea. I believe tha: 
intensive therapy with parenteral injections of |i, 
extract and riboflavine will be otf benefit. 

Dr. B. Parounacran: I do not kno\ 
the eruption was previously, but the present e1 
especially the lesions behind the ear, are not syj 
and I favor a diagnosis of lupus erythematosus. 

Dr. ANTHONY C. I think Dr. Wise ade-§ 
quately summarized the case. The man had syphilis 
and now has syphilis, and the lesions on the, neck ; 
lesions of lupus erythematosus. He has received liy 
and vitamin therapy and, I think, in adequate dosag 


Iodide?) 


bv D 


Dermatitis Medicamentosa (Bromide? 
Superimposed on Rosacea. Presented 
GeorceE M. Lewis. 


M. B., a 29 year old housewite, is presented 
the New York Hospital. She first had rosacea ty 
Until recently she has drunk thirty cups 
The skin has been treated by topi 
applications. Recently she consulted another local 
sician, who prescribed a “nerve medicine.” Todized salt 
has been used at home for years. Three weeks ag 
blisters appeared on the face and the areas of rosac 
became more prominent. At present there are erythen 
atous, elevated, succulent and exudative papules ar 
papulopustules on the chin, nose and inner surfaces 
These lesions are on the sites previously§ 


years ago. 


tea each day. 


the cheeks. 
affected with rosacea. 

DISCUSSION 
ApRAMowItTz: I believe the diag 
It is common for su 


Dr. E. WILLIAM 
nosis of bromoderma is correct. 
an eruption to be localized to areas of trauma. [| pr 
sented a patient before this society several years ag 
who took bromides concurrently with injections of 
sulin and in whom bromoderma appeared in th: 
locations of the injections of insulin. 


Onychomycosis; Erosio Interdigitalis Blastomy-7 
cetica. Presented by Dr. Georce C. ANDREWS 

C. J., a Negress aged 49, has an eruption of the hand-J 
of several months’ duration. She is a domestic and ha 
her hands in water much of the time. There is a fam! 
history of diabetes mellitus. ; 

Examination reveals a scaly, erythematous dermatitis 
of the webs and opposing surfaces of the fingers. 1 
paronychial tissue of all fingers is red and swollen The 
finger nails are discolored and ridged and are detac! 
from the nail bed in some areas. 

Sodium hydroxide preparations of scrapings from tl 
finger nails and from the skin between the fingers show: 
hyphal threads with budding cells. Cultures are being 
studied. The blood sugar level was normal. 


DISCUSSION 


Dr. Georce M. Lewts: I think that this is an 0 
usual case. I wonder how often one sees moniliasis 
the nail without a chronic paronychia. Furthermor 
the nails appear to be infected distally rather tha 
proximally; perhaps this is due to exogenous infection 


: 
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Als LOS ANGELES DERMATOLOGICAL 
SOCIETY 
or tl \WitttAM H. GOoECKERMAN, M.D., Chairman 
CLEMENT E. Counter, M.D., Secretary 
patient] Jan. 11, 1944 
s of th 4 Case for Diagnosis (Contact Dermatitis?). Pre- 
eve that sented by Dr. CLEMENT E. CouNTER. 


I. S., a man aged 48 years, observed the onset of 
esent dermatitis of the face, neck and right hand 
Sept. 11, 1943. Since then the lesions have been 
ntinuous. He had to cease work. In spite of various 
YPM .ctments there has been no improvement at any time 
its onset. There have been many previous attacks 

ise ade-§ -the past twenty years. The patient had some asthma 


syphilis, boyhood. 
eck are The face is red and swollen, with a tendency to 
ed liver isting and fissure formation. On the chin and cheeks 
“Osage. numerous discrete round smooth papules about 
m. in diameter. These are crowded together on 
hin and are more widely separated on the cheeks. 
Dy Dig e backs of the hands and forearms are also red, 
sted and fissured. There are no other lesions on the 
y. The right hand and right forearm are more 
lved than the left. 

Wassermann reaction of the blood was negative. 


topi e hemoglobin content was 88 per cent; there were 
al phy £730,000 erythrocytes and 15,000 leukocytes, of which 
zed salt lif 8 per cent were neutrophils, 10 per cent monocytes and 
ks ag } per cent eosinophils. 

ros 

DISCUSSION 

es andl) Dr. Saver Ayres Jr.: I thought that this case was 
aces off example of atopic eczema. The patient also had 
viously sme asthma and hay fever. The distribution of the 


ruption is characteristic, and he has had it for years. 


Dr. L. F. X. WrtHetm: I agree with Dr. Ayres. 
i. uestioned the patient rather closely, and he said that 
ia had had asthma until he was 12 or 13 years of age. 
T SUC" He has had this disease for twenty years. 
De. A. FLercHer Hatt: I thought it was of some 
<enificance that the first attack of dermatitis occurred 
en he was a photoengraver, working with ammonium 
hromate, about twenty years ago. He stopped that 
rk and operated a filling station for a year, during 
time the dermatitis cleared. He went back to 
engraving again; he came into contact with am- 
ium dichromate and has had trouble ever since. 
has been in some similar type of work ever since. 
ake ww uses neither ‘blueprints nor photoengraved 
but he handles silver prints. I do not know 
at these are, but almost all printings and copying 
oaesiigs rocesses involve the use of some chromate. He is now 
a ng at a shipyard as an expediter. Although he 
1. EM es not actually handle production materials, his work 
site ukes him pretty well all over the plant and he may 
: ntact many unsuspected materials. I think that this 
nt >a contact dermatitis instead of or superimposed on 
a 1 atopic dermatitis. It may be found that he is having 
— me contacts with chromates or chromic acid. This 
nt flare-up may well be due to such contact. 


Dr. Netson Paut ANDERSON: I agree with Dr. Hall. 
‘eel there is a definite contact element in this eruption. 


1 
x he man does not have a true clearcut picture of atopic 
rmore ermatitis. He has involvement of areas that one finds 
than MJ 9 atopic dermatitis but which are also involved in con- 
ection tact dermatitis. There is a certain type of atopic der- 


matitis and possibly of contact dermatitis in which a 
peculiar atrophy occurs, with fissuring and_ radial 
linear creases in the lips. This man has this to such 
a degree that if he were to be cured tomorrow he would 
retain the marks of fissuring about the mouth which 
one sees in congenital syphilis. I am certain that this 
is not an ordinary atopic dermatitis. 


Dr. M. E. OpermMAyer: Did you say, Dr. Anderson, 
that the man showed changes which you thought were 
atrophy? 

Dr. NEtson Paut Anperson: I think he has definite 
atrophy of the upper lip. 

Dr. M. E. Opermayer: I do not think that true 
atrophy is present. The changes are, rather, hyper- 
plastic, and the loss of elasticity of the skin accounts for 
the fissured appearance, which simulates the perioral 
radial scars of prenatal syphilis. 

Dr. Clement FE. Counter: The patient has been 
away from his work entirely for at least three months, 
and for two weeks of that time he was confined to a 
room in which there was only the minimum amount of 
bare furniture. In this way conditions were simulated 
which are used in the treatment of asthma. Even these 
measures achieved no improvement. Food tests did not 
reveal any additional information. I think that it is 
neither a clearcut dermatitis nor yet a well defined 
atopic eczema. 


A Case for Diagnosis (Cysts of the Eyelids?). 
Presented by Dr. SAMurL Ayres Jr. 


J. B., a man aged 57 years, complains of sweiling of 
both upper eyelids, which was first noticed about two 
or three months ago. He stated that swelling is some- 
times more prominent in one eyelid than the other. 
Occasionally the swelling recedes a little, but it has 
never disappeared. The patient donated blood to the 
blood bank three times between January and September 
1943, and he states that the present eruption began 
after the last donation. 

The eruption is limited to the medial aspects of the 
upper eyelids and consists of a diffuse, somewhat oval 
area of soft swelling, giving the appearance almost as 
though there were a cyst beneath the skin. Palpation, 
however, reveals the swelling to be soft and compres- 
sible. No redness was observed. There are no ab- 
normalities elsewhere about the eyelids or elsewhere on 
the skin. There is no edema of the legs, and no lesions 
are present on the scalp. 

A complete blood count showed: erythrocytes, 
5,260,000; leukocytes, 8,700; hemoglobin content, 100 
per cent; color index, 0.96; neutrophils, 68 per cent; 
monocytes, 7 per cent; lymphocytes, 23 per cent, and 
eosinophils 2 per cent. Urinalysis showed a faint trace 
of albumin, but the urine was otherwise normal. 

Microscopic examination revealed very few pus cells 
and red blood cells and few epithelial cells. 


DISCUSSION 

Dr. A. FletcHer HAL: I could not see that this is 
a dermatologic disease; I thought that there was some- 
thing subcutaneous or on the under surface of the eyelid. 

Dr. Kenpat Frost: I believe that this lesion is a 
small subcutaneous tumor. If the eyelid is lifted up, 
it can be seen protruding under the palpebral conjunc- 
tiva. It suggests a bilateral cystic condition. 

Dr. RoGers WAKEFIELD: The swelling appears to be 
under the conjunctiva, and when the eyelid is pulled 
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forward it seems to connect with the sclera. When it 
is pressed downward one feels a soft cystic mass. The 
patient states that the swelling is often much smaller in 
the early morning. 

Dr. JosePpH Mirovicu (by invitation): It suggested 
a myxedematous change to me. It is unlike anything 
I have ever seen. 

Dr. SAMUEL Ayres Jr.: Frankly, I have never seen 
anything like this before. The patient was referred to 
me by an eye, ear, nose and throat specialist. The dis- 
ease presented an entirely new picture to me. While 
the growth looks cystic, it does not feel cystic. It is 
completely soft and compressible. The fact that it is 
bilateral and developed simultaneously on both sides 
would argue against a cyst. 


A Case for Diagnosis (Rosacea-Like Tuberculid 
of Lewandowsky?). Presented by Dr. SAMUEL 
AyrRES JR. 


H. H., a woman aged 46 years, has had an eruption 
of the face for about one year. It has gradually spread, 
especially, during recent weeks. There has been no 
previous treatment. 

The eruption is limited to the face, involving the 
medial aspects of the cheeks, nose, chin and forehead, 
showing diffuse redness with tiny, pinhead-sized, slightly 
elevated papules with reddish points but no definite 
pustules or vesicles. Under pressure with a glass slide 
the lesions have a definite apple jelly appearance. 

A general physical examination showed no abnor- 
malities. 

The reaction to a tuberculin patch test applied for 
forty-eight hours was negative at the time four days 
had elapsed, but eleven days after tests were applied 
both dilutions had elicited strongly positive delayed re- 
actions, which the patient first observed on the ninth 
day after tests were applied. The reaction resembled 
closely the eruption on the face, consisting of punctate, 
almost hemorrhagic macules with a surrounding yellow- 
ish pink color which persists under pressure with a 
glass slide. Diagnostic roentgenograms of the chest 
revealed calcified lymph nodes but no active tuberculosis. 


DISCUSSION 


Dr. A. FretcHer Hatt: I thought that I could 
demonstrate some tubercles on diascopy, and I agree 
with the diagnosis of rosacea-like tuberculid of Lewan- 
dowsky. 

Dr. Kenpat Frost: I agree with the diagnosis. 


Dr. M. E. OpermMayer: I thought that the eruption 
was a classic example of Lewandowsky’s tuberculid. 

Dr. SAMUEL Ayres JR.: An interesting feature of 
the case is the greatly delayed tuberculin reaction. 
Patch tests with tuberculin left on forty-eight hours 
elicited no signs of reaction until nine days after the 
test was applied, when the reaction developed. On the 
eleventh day the reaction was strongly positive. The 
reaction was identical with the eruption on her face. I 
should like to raise the question of therapy. This 
patient has been examined by an internist in the past 
year, the examination including roentgenograms of the 
chest. The internist was of the opinion that tuberculin 
therapy would be particularly indicated for this patient. 
I am wondering if any of the members have had ex- 
perience with the use of tuberculin subcutaneously in 
the treatment of such an eruption. 


Dr. Maurice Norris: Dr. Anderson and I| presented 
a patient before the society two years ago with the same 


type_of eruption. We diagnosed it Lewandowsky’s syy- 
drome. He was given tuberculin for a considerabj, 
time, with no improvement. 


A Case for Diagnosis (Erythema Annulare Cen. 
trifugum?). Presented by Dr. H. C. L. Linosay 


I. S., a woman aged 50 years, has a delicate whit: 
skin. There are erythematous circles on the skin of the] 
abdomen, below the left breast and over the right nippl 7 
These lesions are of various sizes and are almost com. 
plete circles, as if stenciled with a fine red pencil] 
guided by a compass. The enclosed skin appears nor.) 
mal. There is no induration of the red lines. These) 
lines disappear on diascopic pressure. The laparotomy 
scar interrupts the completeness of one circle. The line 
is absent in the scar but continues on the opposite side 
symmetrically. The lesions have been present twenty 
eight days. The color is fading rapidly now. 

The patient thinks that she has adhesions and intes- 
tinal stagnation. Roentgenograms showed no gallstones. 
She has much flatus. The patient has had a great deal 
of intestinal disturbance since she had her cecum re- 
moved, in 1922. She has had chilly sensations across | 
the legs and back for a long time. 


DISCUSSION 


Dr. A. FLetcHeR Hatt: I questioned this woman 
about drugs taken. She says she has taken “Nature's 
Remedy” almost all her life, but about three weeks 
prior to the onset of the eruption she got a new box 
of it and noticed that the pills were a little different in 
color. I think that the diagnosis of drug eruption 
should be entertained. | 


Dr. Netson Paut ANpbeRSON: I think that I have 
seen about 6 such cases, and in all of them there” 
were associated pathologic changes in the urinary tract 
This woman gives a history of a low grade pyelitis,) 
which she associates with an upset bowel. At various! 
times albumin, sugar and other abnormal constituents] 
have been found in the urine. I think that it would be¥ 
worth while to check a catheterized specimen of urine 
It might be of value to give her a sulfonamide compound § 


internally. I think that the eruption would then dis-7 A 
appear quickly. 
Dr. H. C. L. Linpsay: The patient’s skin is clearing | 
so fast that I do not believe that I shall be able to giv: 
her any medicine with this attack. 
A Case for Diagnosis (Neurotic Excoriations?). | | 
Presented by Dr. Irvinc R. BANcrort. 
P. C., a single man aged 27, presents an eruption « 4 
his face and neck. The 
The history reveals that he fell when he was a0 ser, 
infant and was severely burned on the face and neck. @ byt 
He was treated with lime liniment N. F. and other im: 
soothing medications for a period of six months. spe 
When he was 17 years old, he had comedos and ag * 
few pustules. He was treated with various ointments T 
and fell into the habit of picking his face when he was @ tor 
asleep and has continued that habit up to now. fy 
He was at the Mayo Clinic for six weeks in 193 re 
and was discharged well, but he was told that the 
apparent cure was temporary and that he should go t Di 
Tucson, Ariz., and no other place. He went to Tucsol @ 5,9) 
and remained well while he stayed there. He came 0 @ \.., 


Los Angeles and immediately became worse. He picks 
the lesions while asleep. 
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Allergy tests showed sensitivity to chocolate, pork 
snd orris root. 
DISCUSSION 

Dr. Paut D. Foster: This is the type of eruption 
‘have always considered to be an atopic eczema with 
NDSAY.. sehorrheic background. It has always seemed to me 
‘at in such cases there is a mild pyogenic infection 


white 
ach as one finds in seborrheic dermatitis. 


of the ll 

nipple. > pr. H. C. L. Lrypsay: It is partly seborrheic derma- 

‘t com-§ sis, and the patient picks at it constantly, so that the 
pencil eurotic factor is present also. 

pe M. E. OBerRMAYER: The diagnosis of neurotic 
Thes ycoriations does not appear justified. Dr. Foster is 

Fotomys rrect in stating that this patient had a chronic derma- 

he ‘M€@ is, My diagnosis is dry neurodermatitis with ex- 

a riations. The term “neurotic excoriations” should be 
enty-# 


mited to eruptions in which the only cutaneous changes 
re excoriations in their various stages, unaccompanied 
1 intes- by dermatitis. 


—_ ™ Dr. NELSON PAUL ANDERSON : I think that this is 
um re 2 example of neurotic excoriations. 
across if «Dr. SAMUEL Ayres Jr.: Is there not a history of 
F ther long-continued trouble? . This goes back fifteen 
cars. There may be an element of nervousness there, 
hut there must be an atopic background. 
woman Dr. W. H. GorcKERMAN: I, too, think the man has 
‘ature’s efnitely a dermatitis. The excoriations are simply 


weeks ™ «condary to the pruritus. To me the dermatitis is 


evident right now. 

rent in Dr. InvinG BANCROFT: This man does not have ex- 

ruption actly a seborrheic skin. In fact, he complains of its 
@ ‘king extremely dry. A peculiar thing is that when 

I have if te was at the Mayo Clinic the skin cleared perfectly. 

1 there He was told to go to Tucson, and when he did so it 


y tract eared. Then he came to Los Angeles, and the erup- 
tion recurred. He apparently does not want to go into 


ae the Army, and he is extremely sensitive and scratches 
tituentsit his face while asleep. When there are any lesions on 
ould bem 2S face, he will not go to work, It seems to me 
Fate possibly a psychiatrist could do him some good. 
npound 
en dis. 4 Case for Diagnosis (Acrocyanosis?). Presented 
by Dr. SAMUEL AYRES JR. 
Jearing |: «Ds» @ man aged 21 years, has one brother with 
to give My ¢ Similar disease. There has been redness of hands, 
eet, ears and face of about ten years’ duration. The 
iscoloration has been continuously present, but it is 
>) @ worse in cold weather. The patient has always lived 
ions ?). 
@ « California and so far as he knows has never been 
trostbitten. 
a At present his hands and wrists are continuously red. 
They are congested and cold. The palms are wet with 
Vas 4! Gj verspiration, The feet present a similar appearance 
d neck. @@ but less pronounced. The front of the cheeks and the 
| other @ mms of the ears also show congestion. The anterior 
S. aspect of the rims of the ears show four or five pinhead- 
and whitish nodules. 
itments This case is presented for discussion of causation and 
he was @ ‘or suggestions as to therapy. 
The pulse rate is persistently 92 to 98, but the pulse 
n 1935 s regular and full. 
the DISCUSSION 
| go # Dr. SAMUEL AyRES JR.: This man presents a real 
jaa? vroblem. The family physician referred him to me one 
agi year ago, and I made some suggestions about checking 
e picks 


§ °? on his circulatory condition. One week ago I again 
‘uggested a determination of the basal metabolic 


rate and an electrocardiogram, but apparently this has 
not been done. He has had this eruption for six or 
seven years. He has always lived in California and has 
never been frostbitten. He always has this reddish, 
purplish appearance and flushing of the rims of the 
ears. There must be some peculiar circulatory dis- 
turbance. I thought he would have a slow pulse, but 
the rate was 92 and 98 on two occasions. I thought 
that the man should have some rather careful studies, 
but they have not been made. Apparently it is a rather 
uncomfortable condition to have and somewhat em- 
barrassing. This case is one of those in which internal 
medicine and dermatology overlap. 


A Case for Diagnosis (Lichen Planus; Tinea Cir- 
cinata; Seborrheic Dermatitis?). Presented by 
Dr. ANKER K. JENSEN. 


W. E. D., a woman aged 28 years, began to have an 
eruption about two weeks ago. It first appeared on 
the lower part of the back over the left buttock. This 
has extended down over the left thigh and to the an- 
terior surface of the left leg. There has been a moderate 
amount of itching in this area. The whole process 
followed the birth of her child. There has also been 
an eruption on the pubic area and scalp for the past 
fourteen years which has not given her much discomfort. 
She states that about once or twice a year she has 
another type of eruption that usually lasts about three 
weeks and disappears. This is also present tonight. 

There are grouped papular lesions on the left buttock, 
left thigh and left leg. These are flat topped and of a 
violaceous color. Some of the patches are the size of 
a palm. Some are linear, and there are numerous 
scattered circinate lesions on the extremities and on 
the trunk. There is central clearing with a slightly 
raised scaly border. No vesicles are present tonight. 
There is also an erythematous scaling eruption in the 
pubic area and thickened crusted lesions on the scalp. 


DISCUSSION 


Dr. RoGers WAKEFIELD: This woman presents two 
or three different types of lesions. The one on the 
front of the scalp looks like an excoriated patch of 
seborrhea or psoriasis. Then those lesions that started 
on the front of the left thigh have merged into one 
large plaque, while those laterally down the leg seem 
to be composed of closely grouped erythematous papules 
with heavy scaling. Some of the healing lesions look 
as though they might have been vesicular at the first, 
but the patient said no lesion had ever exuded liquid. 
I could not find any papules resembling lichen planus. 
The whole picture looked to me like a rather peculiar 
distribution of a seborrheic dermatitis. 


Dr. M. E. OperMAyerR: I think that this interesting 
eruption is not lichen planus but linear psoriasis. Linear 
psoriasis, linear lichen planus and lichen striatus may 
look much alike clinically, but since there is evidence 
of psoriasis on other parts of the body it does not seem 
justified to assume the presence of two different papulo- 
squamous eruptions in one person. Biopsy of one of 
the linear lesions would settle the diagnosis. 


Dr. SAMUEL Ayres Jr.: The patient says that she 
has had these ringlike lesions all of her life. I thought 
they looked much like erythema annulare centrifugum. 
Some were small; others had widened out into thin- 
bordered circles. She says the eruption in her crotch 
has been present for ten years. Perhaps that is 
psoriasis, but this acute process on the left thigh and 
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buttock has been present only two weeks. It is con- 
tinuous, however, with the eruption in the groin. That 
certainly does not look like psoriasis, and if one has to 
consider only one area it looked like a contact dermatitis 
from scrubbing with soap and water; but even that 
cannot account for the whole picture. 

Dr. NELSON PAaut ANDERSON: I think a great deal 
of discussion could be avoided if Dr. Jensen would per- 
form a biopsy. 

Dr. W. H. GoecKERMAN: I, too, should like to 
consider all these lesions as psoriasis, although, as Dr. 
Anderson says, a biopsy is desirable. 

Dr. Paut D. Foster: Several years ago Dr. McKee 
and I had a patient in New York with an eruption 
similar to this one. It would clear completely and then 
develop again in approximately the same form. Derma- 
tologically it was psoriasis. 

Dr. ANKER JENSEN: When I first saw this patient, 
the linear eruption on the thigh and leg was definitely 
made up of flat-topped discrete violaceous papules. To- 
night many of these have coalesced and formed large 
plaques. Because of the strange appearance of this 
eruption, associated with totally different lesions, I 
called in Dr. Chris Halloran for his opinion. From 
clinical observation, we were both sure that it was 
lichen planus. The oval circinate lesions on the arms 
and body, we thought were erythema centrifugum, al- 
though they looked more like tinea circinata. Those 
in her scalp and over the pubic area we felt were 
psoriasis. 


A Case for Diagnosis (Lupus Erythematosus of 
the Scalp?). Presented by Dr. Paut D. Foster. 


P. B., a man aged 40 years, was first seen on April 5, 
1943. Then he gave a history of having had an eruption 
for about one and one-half years. 

The patient presents shiny, bald, atrophic areas sur- 
rounded by erythematous areas with grouped follicles. 
The eruption started with one small area. New areas 
appear intermittently and grow in size. 

The blood count revealed: leukocytes, 8,850; erythro- 
cytes, 4,680,000; hemoglobin content, 90 per cent; neu- 
trophils, 68 per cent; lymphocytes, 24 per cent; large 
monocytes, 4 per cent, and eosinophils, 4 per cent. 

The urine was normal. 

The fasting blood sugar level was 100 mg. per 
hundred cubic centimeters. The Kahn and Kolmer tests 
of the blood elicited negative reactions. A biopsy slide 
preparation is presented with the patient. Good results 
have been obtained from the thirty-nine weekly injec- 
tions of bismuth subsalicylate and locai application of 
solid carbon dioxide. 

DISCUSSION 

Dr. M. E. OpermMayer: The clinical lack of scaling 
verified microscopically by the corresponding lack of 
parakeratosis as well as the absence of liquefaction 
necrosis of the basal cell layer make me hesitate to 
accept the diagnosis of lupus erythematosus. 

Dr. SamMuEL Ayres JR.: The patient stated that 
when the areas started, he had some pimples; there was 
nothing of that sort visible tonight, but there was a 
smooth atrophy. I did not see any plugging of the 
sebaceous orifices as in lupus erythematosus or any 
scarring. I thought of pseudopelade or folliculitis de- 
calvans. I favor the diagnosis of pseudopelade. 

Dr. Paut D. Foster: This patient’s eruption was 
rather typical of lupus erythematosus when he first came 
to the office, with the usual atrophic scaling associated 


-A Case for Diagnosis (Lupus Erythematosus of 


with lupus erythematosus. lt has been only recently 
that the small areas of alopecia have developed. These 
areas are suggestive of folliculitis decalvans, 


the Lips?). Presented by Dr. Paut D. Fost 


G. B., a man aged 26 years, gives a history 
impetigo and eczema as a child and he has had asthp 
since 6 years of age. Nine years ago he worked om 
an Indian Reservation in Arizona, and his present eryyJ 
tion has more or less prevailed since then. 

There are nummular erythematous eczematized lesio; 
on his arms. The lips show definite evidence 
actinic cheilitis. They are excoriated, chapped ay 
erythematous. The lesions on the lips have tight scales 

Hematologic examination revealed: leukocytes, 8.700; 
erythrocytes, 5,500,000; hemoglobin content, 103 pem 
cent; neutrophils, 69 per cent; lymphocytes, 27 
cent; monocytes, 1 per cent; eosinophils, 2 per 
and basophils, 1 per cent. 

The urine was normal. The blood sugar level y: 
96.8 mg. per hundred cubic centimeters, the cholester 
level 172.0 and the Wassermann and Kahn reactions , 
the blood negative. The basal metabolic rate was 6 p. 
cent plus. 

A biopsy slide is presented with the patient. 


DISCUSSION 


Dr. Kenpat Frost: I agree with the diagnosis off 
lupus erythematosus of the chronic discoid type. IB 
thought I could see a small area above the vermili 1 
border on the left side of the upper lip where there 
was a small area of atrophy. , 


Dr. M. E. OpermMaAyer: I agree with Dr. Frosta 
Histologically as well as clinically the lesion was lupu 
erythematosus of the lips. 


Dr. SAMUEL Ayres Jr.: From a clinical point off 
view I think a diagnosis of lupus erythematosus 
tenable, particularly from the way in which the lesions 
were rather sharply circumscribed. Yet the fact thati 
both lips were affected made one consider the possi¥ 
bility of something else. I have seen lips very mu he 
like that associated with atopic dermatitis, and onl 
quizzing the patient I found he had had infantile eczer 
for a number of years. While it is probable that tl 
is lupus erythematosus of the lips, I suggest the possi4 
bility of atopic dermatitis. 


Dr. Paut D. Foster: It is interesting to note thatl 
the mother has pustular psoriasis of the palms andj 
soles. 


Tattoo Marks (to Demonstrate Methods of Re-) 
moval). Presented by Dr. Paut D. Foster. 


D. C., a woman aged 29 years, had tattoo figures 
placed on both shoulders and on her right thigh when 
she was 13 years old. About four years ago these] 
marks were worked on by the same type of machinej 
as that used in their original production. Before that] 
an attempt to remove the figure on the right shoulder 
had been made with local application of an acid. 

Tattoo marks are present on the shoulders and on t! 
anterior surface of the right thigh. All the images 
have been modified by treatment. The lesion on the} 
right shoulder is almost entirely replaced by a scar 
portions of which are hypertrophic. The lesion on 
thigh is almost entirely removed with little scarrit 
Some of the original figure on the left shoulder lesion 
is still present unmodified. 
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recently DISCUSSION the patient was a riveter in an aircraft plant, and when 
Theselfll Da. A. FretcHer Hatt: Before Dr. Foster closes, first seen complained of dermatitis affecting the eyelids 
jould like to have him clarify this point. The patient and the sides of her neck, typical of that caused by | 
that the lower tattoo on the leg had “the once over ‘esins in the chromate primer. She was found to be 
sus off - it looks like a better result than the one on the S€MSitive to the resins and was moved away from con- | 
Foss | wonder whether you are using a different ‘act with them. Her eyelids cleared, but the dermatitis : 
iod and whether you can expect any better result © the neck continued troublesome, and it became 
q the ont on the area? apparent that the dermatitis of the eyelids was in no 
mag ; ’ : way related to the lesions on the neck. Plaques then | 
1" H. C. L. LINDsay : In San Diego one surgeon began to appear in the genitocrural area, and recently 
nt erup gies a arge cork with many needles projecting through they have appeared scattered over the body. It may | 
8 inch (0.3 cm.). He pounds that part ol the be that a biopsy of one of the lesions around the neck 
| lesiong containing the tattoo and rubs in an acid; this might show more characteristic conditions. 
nce off uces a raw surface which crusts over, and when 
ed and rust drops off the spot is free from pigment. : a es 
t scal _ANKER JENSEN: Dr. Foster has had excellent 
its. I have used exactly the same method, and I NEW YORK DERMATOLOGICAL 
‘ state that the use of a local anesthetic greatly SOCIETY 
27 peteclitates the technic. 
r centil A. Benson Cannon, M.D., President 
Paut D. Foster: I presented this woman be- 
: she shows two stages in the removal of a tattoo. GEORGE C. ANpbrews, M.D., Secretary 
vel Was. area had already had two treatments; one had had 
if ster L treatment, and one area had been untreated. It is Jan, 25, 1944 
isual method tattno 40 per cent tannic acid into 
sion with electric tattooing needles. This is done 
“ip Presented by Dr. Eucene F. Trave. 
i ighly until the skin gives the appearance of soft : 
rubber. Then 50 per cent silver nitrate is FE. deP., a married woman aged 25, entered the New 
; over the area, forming a hard, black, adherent York Post-Graduate Medical School and Hospital on 
é he treated area is bandaged, and the crust is Jan. 3, 1944, with an eruption of five months’ duration. 
Osis of to come off naturally. It usually takes two The eruption was confined to the face, chest and flexor 
ype. nts to remove the tattoo completely. The advan- 4spects of the digits. On consulting a dermatologist 
rmilion this system over any other that I ever used is She was told to stay out of the sun and received two | 
e therg scaling is kept at a minimum. You probably ™9Jections in her hip. | With the development of swell- 
t | that the patient has a keloid on the left shoulder 8» stiffness and pains in the joints of the ankles, 
e some one had attempted to take off a mark with hingers and knees she was advised 1 emer the hos- 
Keloids have not developed in the areas treated pital. Phere has been intermittent diarrhea - and 
electric tattooing needles. constipation for the past year, the character of the 
stools not being noted. A spontaneous loss of 15 
oint ‘ vounds (6.8 Kg.) in weight has also occurred. The 
sus is p Case for Diagnosis (Mycosis Fungoides?). Bir medication she has taken has been Alka-Seltzer 
lesions Presented by Dr. A. FLercHer Hatt. twice a week. (The label for this preparation states | 
V., a woman aged 40, has had itching plaques in that each dry tablet contains acetylsalicylic acid, mono- 
eroins and on the sides of her neck near its base calcium phosphate, sodium bicarbonate and citric acid 
last six months. The evelids became thickened and that in water this becomes sodium acetylsalicylate, 
llen at about the time of onset. She was found calcium-sodium phosphate, sodium bicarbonate and 
tive to the resins in a zinc chromate primer coat sodium citrate.) 
she contacted when working in an airplane plant. Examination shows patchy dime-sized areas of 
lermatitis was thought to be due to contact with alopecia with erythema, scaling and_ telangiectasia. 
: substance. After her transfer from contact with There is cervical lymphadenopathy. The heart and 
te that sins of the primer coat, the eyelids improved but lungs are normal except for a soft systolic murmur at 
ns and areas of involvement appeared. Itching has been the apex. There is a_ diffuse erythematous scaly 
re. The genitocrural area shows well marginated ¢ruption involving the exposed areas of the body. 
pink plaques on the anterior upper part of A roentgenogram of the chest was essentially normal. 
f Re- thighs; there are similar plaques in the vaginal Roentgenograms of the teeth showed no_ periapical 
R. ns, on the inner upper surfaces of the arms and abscesses. A barium sulfate enema showed a moderate | 
axillary regions. The extensor surfaces of the cecal ptosis and distention and hyperirritability and | | 
_— and of the feet show brownish pink to red, well spasm of the distal portion of the colon. Roentgeno- | 
* rginated slightly infiltrated plaques. A biopsy slide grams of the sinuses and mastoids were essentially 
Gee : resented with the patient. normal. The sedimentation rates were 36, 45 and 65 
rect treatment has included the local application of five mas been no elevation | 
ier hospitalization. Erythrocyte counts and values for 
ioulder iractional doses of unfiltered roentgen rays. hemoglobin were respectively, 3,560,000 and 57 per 
1on of plaques and relief of itching followed. cent: 4,280,000 and 67 per. cent and 3,940,000 and 
ont DISCUSSION 59 per cent. Leukocyte counts showed the following 
Newsom Pant whet results: 5,300 with 60 pes | 
nuclear leukocytes, 12 per cent lymphocytes, 22 per 
= ews: I think that the case ene . great cent monocytes and 6 per cent eosinophils; 7,100 leuko- 
ont | oservation and perhaps repeated biopsies before cytes, with 68 per cent polymorphonuclear leukocytes, 
se imake a definite diagnosis. 7 per cent lymphocytes, 22 per cent monocytes and 
7 A. FtercHer Hatt: The circumstance that made 3 per cent eosinophils; 5,500 leukocytes with 66 per 
liagnosis doubly confusing in this case was that cent polymorphonuclear leukocytes, 6 per cent lympho- 
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cytes, 25 per cent monocytes and 3 per cent eosinophils. 
Stool cultures and smears showed the predominating 
organisms to be 99.9 per cent nonhemolytic Bacillus 
coli acidi lactici and 0.1 per cent hemolytic strepto- 
cocci. A catheterized urine specimen showed Staphylo- 
coccus albus and streptococci. Examination of the 
nose showed Staph. aureus and an alpha Streptococcus. 
Cultures from the throat showed green streptococci, 


nonhemolytic streptococci, diphtheroids and gram- 
positive micrococci. Examination of the sputum 
showed green streptococci, streptococci with slight 


hemolysis, gram-positive micrococci and no hemolytic 
streptococci. The culture was not significant. Urinalysis 
gave normal values, and the Wassermann reaction was 
negative. 
DISCUSSION 
Dr. Frank C. Comses: I agree with the diagnosis. 


Dr. R. H. Ruttson: I do not know what can be 
done in cases of this kind unless some obscure gastro- 
intestinal disturbance is at fault. On an empiric basis 
I wonder whether colonic irrigations would have the 
effect of bringing down the sedimentation rate, which 
is the important thing in this case. 

Dr. Frep Wise: At least two articles have appeared 
in the past two years advising a trial of the sulfon- 
amide compounds in cases of this kind. If there are 
no contraindications in this patient, I would be inclined 
to give them a trial. 


Dr. A. BENSon CANNON: I have had some remark- 
able cures by the use of iodine internally in several 
cases similar to that of the patient presented, and in 
only 1 of these was there what I thought was a slight 
recurrence of lesions one year after cure, though | 
have had patients under observation for as long as two 
years afterward. In the 1 recurrence there were only 
three or four pea-sized to dime-sized, erythematous 
lesions and these disappeared after use of iodine was 
resumed. My first patient was a woman with ex- 
tensive lesions of the face, neck, ears, upper and lower 
extremities and chest with petechial hemorrhages and 
a slight elevation of temperature. She was admitted 
to the Presbyterian Hospital, where she was given 3 
drops of 7 per cent tincture of iodine, increasing to 
9 drops three times a day. She had clearing after 
two months and there was only a smooth atrophy of 
the skin. I painted one upper extremity with 7 per 
cent tincture of iodine twice a day, and the unpainted 
portions got well much faster than the one that had 
the iodine applied. Another patient, with a generalized 
lupus erythematosus of the subacute variety, I treated 
in the same hospital and in the same way, and he was 
discharged from the hospital five weeks later greatly 
improved. He resumed his occupation and continued 
his treatments at the office until cured. I also treated 
3 other patients, 2 with less extensive lesions, and all 
successfully. I tried the same treatment on 3 patients 
with discoid lupus erythematosus who had failed to 
respond to other treatments over a period of years. 
Two of these patients were cured aiter a year’s treat- 
ment, and the third was almost well when she disap- 
peared from observation, only to return several months 
later with the condition just as extensive as before the 
beginning of treatment. Where the lesions have dis- 
appeared, the cosmetic result is much better than I 
have noticed with any other method of treatment, there 
being only atrophy and depigmentation remaining. 
When the patient has been unable to take iodine 
(because of an idiosyncrasy) I have given strong 
solution of iodine U. S. P. or sodium iodide intra- 


venously, but it was my impression that they were 
not so beneficial as was the iodine. 
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Dr. Frank C. Comses: Is that treatment applicable | 
to this type of lupus erythematosus? I have used jt } 
in treatment of the disseminate discoid type but never | 
of the acute or subacute type. This woman has the | 
latter, resembling, if not identical with, the Libman. © 
Sacks syndrome. 


Dr. A. Benson Cannon: This is the particular type | 
of case in which iodine is most effective. In 2 of j 
our patients the eruption was so extensive, accompanied 
by hemorrhages and constitutional symptoms, as ¢ 
cause us to fear a fatal termination. The encouraging | 
results make me feel that a further trial with jodine © 
in the treatment of lupus erythematosus is indicated, 

Dr. Eucene F. Traus: Dr. Wise has recommended | 
a trial of some of the sulfonamide compounds, but | | 
wonder whether this would be advisable in view of | 
the falling white blood cell count. I asked this becayse | 
in a previous patient, under similar circumstances. 
sulfonamide drugs seemed to hasten a fatal termination 
The use of small doses of gold or bismuth has been 
suggested and I believe that this might be safely tried, | 
especially if we can get the patient in better physical 
condition. I have had a number of these patients whose | 
lesions clear and who, so far as I have been able to fol- 
low, remain well simply with rest in bed and improve-} 
ment of the general physical condition. It is therefore 
difficult to evaluate therapeutic results of any specific | 
drug used during such a rest period. Recent tabulation § 
from the Mayo Clinic indicates that persons with acute? 
lupus are usually dead within a six month period, while } 
those with subacute disseminated forms have a better | 
prognosis with a fair percentage of recovery. Those 
patients who do not die usually survive for a longer 
period, even up to four and one-half years. While they 
used a variety of treatments, rest in bed and small trans- 
fusions apparently played an important role. Th 
iodine treatment recommended by Dr. Cannon is@ 
entirely new to me, and I will be glad to give it a¥ 
trial in this case and let the members know the result. 9 
Rosacea-like Tuberculid (Lewandowsky). Pre-7 
sented by Dr. A. BENSON CANNON. 


Mrs. I. K., a widow aged 48, does her own house-J 
work. She has never been pregnant. The past] 
history and family history are irrelevant. There is® 
no history of tuberculosis in the family. The present) 
eruption began two years ago, on the upper part o! 
the sternum, as a red, burning, hot, itching papular§ 
rash that gradually crept up over the cheeks, nose, fore- 
head and back of each ear. The lesions began as angry, | 
red, small papules that felt sore to the touch. The} 
eruption has never entirely disappeared. It has been] 
treated by several dermatologists with lotions, salves] 
and roentgen and ultraviolet irradiation, all without] 
any improvement. She has been advised to have her] 
tonsils removed, but her family physician said that she] 
was too old to have this done. She has had patchj 
tests for various cosmetics, all of which elicited nega-J 
tive reactions, but she discontinued the use of all these 
including soap, without any improvement in th 
eruption, 

The patient was treated at a local hospital from 
Dec. 3, 1942 to Jan. 12, 1943 for a dermatitis. Biops 
was performed, and the eruption was reported as being 
a tuberculid. Tests with old tuberculin in dilution 
of 1 to 1,000,000 and 1 to 100,000 elicited negat' 
reactions, and in a dilution of 1 to 10,000 a moderate!) 
positive reaction. A roentgenogram of the chest on 
March 25, 1943 showed a moderate degree of thicken: 
ing at the hilus together with moderate generat 
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lupus Vulgaris. 


“ves no history of previous diseases of the skin. 


yimonary hypervascularization. There was no evidence 
; parenchymatous infiltration or of pleural thickening. 


The patient stated that the eruption on her face 
mproved after she had the tuberculin tests. 


Examination shows a well developed, apparently 
-althy woman of somewhat over middle age and a bit 
yese. General physical and neurologic examinations 
zve revealed nothing significant except large and 
cyptic tonsils. Scattered over the face, especially on 
e cheeks, chin, nose and forehead and between the 
ebrows, is a pinhead to millet seed sized, slightly 
-ayish to erythematous, papular eruption. The lesions 


re discrete except for a few that have coalesced to a 


it pea-sized, slightly raised and scaly lesion of a 
ly tan color. There is redness of the nose and 


s, but there are no dilated blood vessels and no 


ht 
eek 


caring. On pressure most of the lesions show a 
Jightly tan, so-called apple jelly color. 


DISCUSSION 


Dr. FRANK C. ComBes: How often does one see 
» hypoergy to tuberculin encountered in this case? 
me investigators say these patients are hypoergi-, but 
st of those that are seen are hyperergic, with a posi- 
e reaction to a 1 to 1,000,000 dilution or weaker of 
erculin. 
Dr. FRED Wise: There appears to be a great varia- 
in the responses to tuberculin tests. I do not 
nk the tuberculin test is of any special significance 
diagnosis, as the degree of hyperergy or hypoergy 
ies sO much in this variety of cutaneous tuber- 
Dr. A. BENSON CANNON: My experience has been 
nilar to that of Dr. Wise. I feel as he does about 
tuberculin reaction in these cases, and I am not 
e that they all fit clinically or histologically into 
same general pattern described by Lewandowsky. 
me patients having lesions that are most typical of 
sacea-like tuberculid have negative reactions to tuber- 
iin, while others with lesions that are equally char- 
teristic of the disease have strongly positive reactions. 
vever, in the two groups the histologic observations 
ethe same. It is possible that this variation in the 
ction of such patients to tuberculin can be explained 
the tact that one group has a tuberculid while the 
has true tuberculosis. While the disease is 
ually thought of as a tuberculid, Wile and Garver 
pressed the belief that the rosacea-like tuberculid of 
ndowsky is a true tuberculosis of the skin. 


Presented by Dr. Wise. 


\. S. a woman aged 70, referred by Dr. Charles 
mm Good, registered at the Skin and Cancer Unit 
‘the New York Post-Graduate Medical School and 
‘ospital on Jan. 12, 1944, presenting lesions of twenty 
tars’ duration. She is married, but she never con- 
ved. Her family history is noncontributory. She 
Her 
neral health has been unaffected. She was treated 
localized and generalized ultraviolet therapy for 
ut six years. The response was only moderate. 
¢ lesions get worse in winter. There is slight itching 
it no pain. 
The eruption began with a small “pimple” on the 
‘tala nasi. It spread slowly up the tip of the nose 


‘id the right ala nasi in a contiguous manner within 


period of three years. These lesions never healed. 
Yo years ago both cheeks and the upper lip became 
‘volved. Six months ago the rest of the nose became 


‘tected and two months ago lesions appeared on the 


eos 


There is a symmetric involvement of the entire 
nose, upper lip and the peripheral half of the cheeks. 
There is extensive destruction of the tip of the nose 
and the alae nasi. There are ill defined pea-sized and 
larger nodules, some discrete, most of them grouped, 
on an inflammatory base. They are raised above the 
surface and covered with a thick greenish yellow 
crust. There are healed areas with scarring. Most 
of the active lesions are at the periphery. Some of 
the lesions discharge a serous and bloody exudate. 
There are no lesions in the oral mucosa. There is a 
quarter-sized lesion in the middle of the inner side of 
the right leg which is infected. There are also scat- 
tered yellowish ill defined pea-sized to cherry—sized 
growths on the anterior surface of the left leg. On 
compression with a diascopic glass, some growths on 
the face reveal yellowish jelly-like nodules while those 
on the legs disclose yellowish stains. 

The results of routine laboratory tests were normal. 
A section removed was examined histologically by 
Dr. Charles F. Simms. He diagnosed the eruption as 
lupus vulgaris. 

DISCUSSION 

Dr. Eucene F. Traus: It seems that the forms of 
cutaneous tuberculosis which one sees from time to 
time are subject to change with improved sanitation, 
living conditions and medical care of tuberculosis in 
general. Might this not account for some of the things 
looked on now as exceptional? This happens to be an 
Italian patient, and I wonder if it is just coincidence 
that many of the patients seen in New York with 
this destructive condition about the nose and face are 
members of that nationality. 

Dr. Frep Wise: I do not know about that, but in 
Copenhagen there are hundreds of persons with lesions 
of this type. 

Dr. Paut E. Becuet: I believe that Dr. Wise 
presented this case because of the late onset of this 
dermatosis. I presented many years ago a case at 
either this society or the Manhattan Dermatologic 
Society of a man who had acquired lupus vulgaris at 
the age of 60. Since them it seems to me that the 
incidence of lupus vulgaris in the elderly has increased 
and a perusal of the literature and my own experience 
confirm the supposition. 


Pigmentation of the Eyelids from the Use of 
Mercurial Ointment. Presented by Dr. Frep 
WISE. 

Miss M. R., aged 37, in excellent general health, had 
blepharitis ten years ago and was advised to apply 
yellow mercuric oxide ointment. Despite the fact that 
the blepharitis got well, she formed the habit of using 
the mercurial ointment daily and has been applying it 
for the past ten years. Other medicaments or cosmetics 
have never been applied to the eyelids or lashes. 

The upper and lower eyelids show a conspicuous 
dark brown pigmentation, having the appearance of a 
dark cosmetic preparation that has been painted on. 
No other pigmented spots are noted in other regions. 


DISCUSSION 

Dr. Eucene F. Traus: This patient interested me 
particularly because some years ago I testified for a 
woman who had used Geraud’s Oriental Cream for 
twenty-five years on her face and neck and had ‘then 
acquired a pigmentation from the mercury as well as 
a systemic mercurial poisoning. Geraud’s Oriental 
Cream was alleged to consist of 33.3 per cent mild 
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mercurous chloride in water, and because the base was 
water the contention was that the mercury would not 
be absorbed. While preparations in an aqueous vehicle 
are probably not absorbed so readily as others, certainly 
after such long-continued use there can be no question 
of the absorption; and the discoloration of the skin in 
all these cases, like the one just presented, is identical. 
Probably if use of the preparation is discontinued the 
skin will become lighter but I doubt that the color will 
return entirely to normal. 

Dr. J. Garpner Hopkins: Does Dr. Wise believe 
the pigment in this case to be a deposit of mercury in 
the skin, or is it an accumulation of melanin? 

Dr. Frep Wise: I do not know which it is. I should 
like to be able to answer Dr. Hopkins’ question. I have 
an impression that the discoloration is due to a deposit 
of particles of mercury rather than melanin. I have two 
books from Argentina, where the natives use a great 
many preparations containing mercury in cosmetics, in 
which many similar cases are described. 

Dr. Grorce C. ANpREWS: The name “Oriental 
Cream” has been on my tongue ever since the presen- 
tation of this case. I had a patient with this type of 
pigmentation in the nasolabial folds from the use of 
this cream. 


Verruca Plana (Annular). Presented by Dr. Grorce 
M. Lewis. 


kK. E., a young woman aged 18, a college student, 
first acquired small warts four years ago. Several 
months ago she was given a prescription containing 
tincture of cantharides in collodion. The application of 
this preparation caused blisters to develop. When the 
reaction subsided, the warts appeared at the periphery 
of the inflammatory zone. 

The examination shows both solitary and grouped, 
flat warts, the latter showing a circinate arrangement. 
The lesions are present on both forearms and hands. 

DISCUSSION 

Dr. J. GarpNer Hopkins: I had 1 case in which 
exactly the same thing occurred, much to my dismay, 
but I do not know why. It had usually been my prac- 
tice to take the wart off as soon as blistering occurred, 
and in that case the patient did not return in time. I 
presume that the wart virus spread to the periphery 
of the blister. 

Dr. Frank C. Combes: How long after the can- 
tharides blister was raised did these new lesions appear? 
As for treatment, I think the best is with solid carbon 
dioxide without forming a blister. Just a few seconds 
of exposure is all that is necessary to cause exfoliation 
of the warts. 

Dr. Frep Wise: I wonder whether Dr. Lewis can 
be induced to obtain a specimen for biopsy from one of 
those lesions and report on it at the next meeting. 

Dr. GeorceE M. Lewis: I think that Dr. Hopkins’ 
explanation is the logical one, that the virus spread 
and formed new lesions at the periphery. I do not 
know of any other explanation that there could be for 
the dissemination, because in each lesion there was a 
spread beyond the original wart. In answer to Dr. 
Combes’s question, the lesions appeared a few days 
after the blistering. 


Sarcoidosis. Presented by Dr. A. BENSON CANNON. 


D. C., a West Indian Negro aged 43, single, is pre- 
sented from the Vanderbilt Clinic, where he was first 


seen on Nov. 10, 1943, complaining of elevated tender. 
painful lesions on the hands for three months and on 
the face for the previous six weeks. The patient states 
that he was well until six months ago, when pain and 
swelling of the wrists and hands developed. Si 
pain and swelling appeared in the knees, ankles 
feet. He visited a private physician, who gave 
intramuscular and intravenous injections for “arth: 


He had tenderness of the fingers so that he could hardly 
pick up anything. Later the swelling of the joints and] 


tenderness of the fingers subsided, but the fingers hay 
been numb since then. 

About three months ago tender, painful elevated 
lesions appeared on the hands. Also, asymptomati 
elevated lesions appeared on the penis. The lesions on 
the hands caused a burning sensation day and night 
About six weeks ago a lesion appeared on the upper 
lip and the nose. This was associated with a burning 
sensation and swelling. These areas are now slight] 
numb. 

There is no history of any family diseases 
patient has not been outside the United States sinc: 
came here, nineteen years ago, from the British Wes: 
Indies. He has worked as a waiter in one place for 
fifteen years. He has no knowledge of ever having | 
any venereal disease by name or symptoms, 
Wassermann reactions of the blood have always bee: 
negative. He has never received any antisyp! 
treatment. The only illness he can remember 
pneumonia more than fifteen years ago. 

The lesion on the nose involves all of it from | 
the eyebrows on both sides to and including th 
nares, widening the alae and giving him a 
countenance. The lesion also involves the upper 
It is erythematous, sharply demarcated and indurat 
with some increased pigmentation of the borders 
not tender to palpation. The surface is dry 
covered with a branny desquamation. There is 1 
nite nasal discharge or crusting. The upper 
swollen and indurated. No oral lesions are seen; t 
is no alopecia of the eyebrows present, and no nodul 
on the lobes of the ears can be found. The poster 
auricular nerves are not palpable, and no posterior « 
vical nodes can be felt. The remainder of the { 
clear. The anterior surface of the trunk is als 


] 


An oval, elevated, crusted, sharply demarcated, lesior 
measuring 2 by 3 cm., is present in the leit 
area. A lesion similar in size and shape is preset 
the upper anterior part of the left thigh. The suria 
is glossy and appears to be composed of a 
group of flat papules measuring 2 to 4 mm. in diamet 


+ 


Over the dorsa of the hands and fingers 
hands are discrete to confluent, elevated grou 


1 


glossy lesions that are of the same color as the p tient sj 


normal skin and appear nodular in some areas. 
lesions are round to oval and 1 to 5 cm. in di 

Several are desquamating. Sharply demarcated, 
mented, infiltrated, painless lesions from 2 to 3 cm 

diameter are scattered irregularly over the volar su! 
faces of the fingers and palms. No characteristic 

hand is present, and there is no atrophy of the interos 
seous muscles. There are similar but smaller, elevate 
scaly, indurated lesions on the dorsa of the feet. OV 
the scrotum are numerous dry flat, slightly elevat 
indurated discrete annular nodules, and irregularly ©' 
the shaft and prepuce of the penis are depigm nte 
indurated areas. There is no evidence of a primar 
syphilitic lesion. No anal lesions are present. Tl 
inguinal and epitrochlear nodes are not palpable. 


The | 
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rs have 
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nar nerves are palpable in both epitrochlear areas, but 
ey are not nodular. All elevated lesions are anes- 
etic to touches of wisps of cotton. 
The Kline test of the blood was negative. No acid- 
st organisms were found in nasal smears. The stools 
re negative for ova and parasites. The urine was 
rmal. The blood count showed 11 Gm. of hemoglobin, 
430,000 erythrocytes and 9,750 leukocytes, with a 
ferential count of 48 per cent polymorphonuclear 
tkocytes, 38 per cent lymphocytes, 13 per cent mono- 
tes and 1 per cent eosinophils. Tests with old tuber- 
elicited negative reactions in forty-eight hours with 
lilution of 1 to 1,000,000 and a positive (1 plus) 
ction in forty-eight hours with a dilution of 1 to 
0. Roentgenograms of the hands showed de- 
eralization of all the bones but no evidence of 
‘oidal changes.  roentgenogram of the chest 
1 no evidence of enlarged hilar nodes and nothing 
suggest Boeck’s sarcoid. Examination of biopsy 
nens taken from the dorsum of the right hand 
the right nasolabial fold showed sarcoid of the 


DISCUSSION 


]. GARDNER Hopkins: The differential diagnosis 
1 sarcoid and leprosy is not easy to make histo- 
‘ally. There is much in this case to suggest leprosy. 
Dr. Frep Wise: I do not think that I can offer any 
mments which are more to the point than what Dr. 
jopkins has said, but I know that the experts in 
orosy lay great stress on the tests for heat and cold 
sation in differentiating leprosy from other diseases. 
| presume the neurologist in this case made this test, 
it if it is not expertly and properly done it is not of 
much value. JI should think that it would be one of 
most important tests, if not the most important 
ne, to be made in this instance. Furthermore, if this 
tient does not have any cystic lesions of the bones, 
| should be inclined to exclude sarcoid but not tuber- 
oid leprosy. In cases like this it is very difficult to 
scover the lepra bacillus either in the nasal smears 
in the lesions themselves. I should be much more 
lined on the basis of this examination to regard this 
sa case of leprosy than a case of sarcoid. 


Dr. FRANK C. Compes: If this is not a case of 
roleprosy, it is an exact clinical counterpart with 
lassohn’s sarcoid manifestation, more correctly called 
tuberculoid leprosy. I agree with Dr. Wise. Of course 
ere are many tests which should be made and a more 
tailed clinical examination should be performed by 
e acquainted with leprosy. One test which would 
of great value is the histamine test to determine 
‘integrity of the peripheral neurons. Incidentally, 
is patient gives a history of epistaxis and shows some 
vallor of the soft palate and pharynx. 


Dk. WILLIAM CurTH (by invitation): I suggest that 
‘rge doses of potassium iodide be given to this man to 
1 a good nasal smear can be obtained. 


Dr. Lewis B. Rosrnson (by invitation): I think 
“at this is one of the many manifestations of sarcoid 
a Negro. Sarcoid does all sorts of queer things in 


\eoroes 


Dr JeRoME Kincspury: No one wants to make a 
ctinite diagnosis in a complicated case with involved 
story from a single inspection. It is my impression, 
ever, that the case is one of maculoanesthetic leprosy 

is perhaps about to turn into the mixed type. 
are enlargement of the ulnar nerves and atrophy 
‘the muscles of the hands. 


SOCIETY TRANSACTIONS 


Dr. A. BENSoN CANNON: I am pleased to have your 
opinion of the diagnosis for this patient. I was unable 
to rule ‘out leprosy clinically, although we could not 
find the bacilli. This patient’s having come from a part 
of the world where leprosy is prevalent, the locations 
and character of the lesions, the enlargement of the 
ulnar nerves, the atrophy of the interdigital muscles, 
the defective sensation to touch and the absence of 
osseous changes on roentgen examination caused me 
to make a diagnosis of leprosy. However, this diag- 
nosis had to be discarded because we could not find 
the bacilli in secretions taken from the nose or in 
stained sections. We have had several persons with 
manifestations similar to this one in the clinic during 
the last few years, and, while they have all had symp- 
toms strikingly like those found in leprosy, we have 
been forced to make our final diagnosis sarcoid because 
of the failure to prove leprosy. 

Dr. Frep Wise: Are there any reports of atrophy 
of the interosseous muscles of the hands occurring in 
sarcoid of nonleprous origin? 

Dr. Wittiam CurtH (by invitation): We have a 
report from the members of our medical department 
stating that this atrophy can be due to disuse. The 
bones of the fingers show demineralization due to dis- 
use also. 

Dr. Eucene F. Traus: I have heard this man’s 
eruption described by some as maculoanesthetic leprosy 
and by others as sarcoidosis. Is not sarcoidosis a 
nodular eruption? How can the eruption be macular 
and nodular at the same time? 

Dr. A. Benson CANNON: The lesions have been 
nodular at all times, although the periphery of the 
affected parts has flattened appreciably in recent weeks. 
Granuloma Annulare (Generalized). Presented by 
Dr. GEorGeE C. ANDREWS. 


Mrs. J. J., aged 60, six years ago first noted the 
development of ringlike lesions on the sides of the 
neck and wrists. These were treated with roentgen 
rays. She thinks that she has had about eight treat- 
ments to her neck and the upper part of her chest. 
The eruption disappeared, and then it recurred six 
months ago, beginning on the wrists and spreading to 
the shoulders and thighs. 

Examination shows a generalized eruption which in- 
volves mostly the shoulders, chest, wrists and thighs. 
The infraclavicular regions are covered with curved, 
linear and annular lesions that form spiral patterns. 
On the anterior aspects of the wrists and on the inner 
sides of the thighs, there are annular lesions and in- 
complete rings. On close inspection, the lesions are 
elevated and are made up of small deep-seated papules 
and nodules. The overlying epidermis is apparently 
normal except on the sides of the neck, where there 
is a suggestion of atrophy that is possibly due to the 
roentgen ray treatments. 

Results of urinalysis were negative for sugar and albu- 
min and normal in other respects. The Wassermann 
and Kahn reactions were negative. Biopsy of an annular 
lesion on the tip of the right shoulder showed the 
epidermis relatively thin and somewhat edematous. 
There was a diffuse infiltration of the cutis, with focal 
granulomatous changes. About the foci of degeneration 
there were infiltrations of epithelioid cells and an oc- 
casional giant cell was seen. There was also diffuse 
and focal infiltrations of what appeared to be lympho- 


cytes. The changes were those of granuloma annulare. 
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DISCUSSION 

Dr. J. Garpner Hopkins: If this is granuloma 

annulare, it is an extraordinary type. If it is a tubercu- 

loid syphilid, it is a rather common type. On hasty 

examination of the slide I could not make the diagnosis 

of granuloma annulare. My clinical impression was 
that this is a syphilid. 


Dr. Paut E. Becuet: On clinical grounds alone 
this woman has a typical and classic granuloma annu- 
lare on the wrist, and the lesions on the upper part 
of the chest also seem to me to present fairly conclusive 
evidence of granuloma annulare. Dr. Andrews raised 
the question whether the atrophy on the neck may have 
been due to roentgen therapy. I believe not. I think 
it is simply the atrophy resulting from healing of the 
lesions of granuloma annulare. I agree entirely with 
the diagnosis of granuloma annulare. 


Dr. Frep Wise: I agree with Dr. Bechet. 


Dr. Joun C. GRAHAM: My impression is that this 
is granuloma annulare rather than syphilis. 


Fig. 1—Granuloma annulare (generalized). 


Dr. FRANK C. Compes: I think that it is granuloma 
annulare, but I want to ask a question. In some cases 
of granuloma annulare there is prompt response to 
roentgen rays, but in others the disease has impressed 
me as being very resistant to roentgen irradiation. Is 
that your experience? 

Dr. Eucene F. Traus: To answer Dr. Combes’s 
question, lesions of granuloma annulare vary in their 
response to roentgen rays just as the tuberculin re- 
actions vary. 

Dr. Georce M. Lewis: This is a striking and un- 
usual case. Many of the lesions are typical of granu- 
loma annulare, but I think that it is most unusual to 
see the symmetry and the continuous lesion which this 
woman presents across the back. 


Dr. Georce C. ANprEws: Dr. Machacek made the 
histologic examination. He said that there were no 
changes in the blood vessels indicative of syphilis. The 
Wassermann and Kahn reactions are both negative. 
The eruption has improved in the past week. The pa- 
tient has had two roentgen ray treatments and two 


intramuscular injections of a bismuth preparation, which 
I gave her on the basis of treating lichen planus. 
thought at first that the eruption was either granuloma 
annulare or lichen planus, because there were well 
defined papules which were a little lichenoid and th 
distribution of the eruption was suggestive of lichen 
planus, beginning on the flexor surface of the wrist and | 
the inner side of the thigh and spreading over on thy 
neck. 


Dermatitis Medicamentosa et Venenata (Sulfa. | 
thiazole). Presented by Dr. Georce M. Lewis, 


M. R., a man aged 41, is presented from the New J 
York Hospital. He first had a rash on the mucous | 
membrane of the lips eight months ago, for which ly 
sought aid at various clinics. Four months ago, on} 
the advice of a physician, he applied a liquid preparation § 
for several weeks. Some of the preparation touched § 
the skin of the upper lip, and a rash then began which | 
quickly spread over the face, accelerated, the patient § 
thinks, by his use on the new areas of the same liquid 9 
preparation. When he stopped its use and applied wet | 
compresses of solution of boric acid, the rash quickly 
disappeared. He then applied sulfathiazole cream t 
his lips, and eighteen to twenty hours after this on 
application a similar spreading dermatitis appeared on 
the face. When he used boric acid compresses th: 
eruption disappeared. Three days ago, after the extra 
tion of two teeth, his dentist gave him pills, directing 
him to take 4 pills immediately and 2 pills every fou 
hours. He took 8 pills altogether, and in about twenty 
four hours from the time he took the first ones a1 
exudative and edematous, extremely pruritic eruptio: 
appeared on the face in approximately the same areas 
involved in the first two attacks. So far as he car 
tell, the present rash is more severe than but otherwise 
not different from the previous attacks. At present 
there is a resolving dermatitis of the face, ears and 
anterior portion of the neck. No other parts of th 
body are affected. The pills were found to be sulfa- 
thiazole (0.5 Gm.). 

DISCUSSION 


Dr. EuceNne F. Traus: I agree with the diagnosis 
as presented. 

Dr. J. GARDNER Hopkins: This is a beautiful ex- 
ample of the phenomenon, emphasized first, I think, by 
Jadassohn, that identical reactions to sensitization occur © 
whether the allergen is applied externally or internally 
The reaction from without and the reaction from within 
are of the same character. 


Dr. R. H. Ruttson: Does the reverse happen? li 
one takes sulfathiazole internally and later uses it on 
the skin, is there any sensitization? 


Dr. FRANK C. Comses: No. The reverse reaction 
does not occur. 


Dr. Paut E. Becuet: In reference to the question 
of induced sensitization from the local use of sulfa- 
thiazole ointment, I wish to state that I gave 10 per 
cent sulfathiazole in an oxycholesterol-petrolatum bas¢ 
(Aquaphor) to a patient with two or three small 
furuncles in his left nostril. After its application for 
two or three days the patient was so well that its use 
was discontinued. There was no reaction from the 
ointment. Some time later, a new boil developed on 
the patient’s arm, to which he applied the same oint- 
ment used in his nose. Within forty-eight hours 4 
severe vesicular dermatitis developed on the boil and 
its adjacent area which lasted for several weeks. <A 
strongly positive reaction to a patch test on normal skin 
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th the same ointment confirmed the sensitization. 
\parently the infinitesimal amount used in the nostril 
ad caused the sensitization. 

Dr. GEORGE M. Lewis: Because of the possibilities 
‘initiating sensitivity, patch tests with the sulfonamide 
mpounds should not be carried out routinely. 


familial Benign Chronic Pemphigus. Presented 


by Dr. J. GARDNER HopkKINs. 


A. D., a married woman aged 41, a Puerto Rican, 
had typical lesions of familial benign chronic 
mphigus for about sixteen years. The lesions occur 
various areas of the body, mostly around the neck, 
ier the breasts and on the arms and hands. 
The patient’s mother had this disease of the skin. It 
ared after her menopause, and she is now completely 
The patient had two brothers who are affected; 
se is well and healthy but always has some eruption, 
ile the other brother had this disease and died in 
Pyerto Rico of an anemia. The patient has three chil- 
One child, aged 4, has eczema; another has 
asional herpes labialis. The patient’s general health 
: good except for the cutaneous disease. 
Histologic examination of a biopsy specimen was 
le by Dr. G. F. Machacek and was reported as 
milial benign chronic pemphigus (Hailey-Hailey type). 
The case is presented for therapeutic suggestions. 
e patient has been treated with snake venom, vita- 
n K, injections of liver and arsenicals, with temporary 
mission but no cure. 
Examination at the present time shows in the in- 
ramammary folds and on the upper part of the ab- 
men dusky erythematous plaques with some ruptured 
llae at the borders. There are also some dry scaling 
aqques on the back of the neck. 


DISCUSSION 


Dr. FRED Wise: I agree with the diagnosis. I cannot 
‘er any suggestions as to therapy in addition to 
melioration with roentgen rays. 

Dr. EUGENE F. Traus: As Dr. Wise has suggested, 
also recommend treatment with roentgen rays. 

Dr. Lewis B. Ropinson (by invitation): The in- 
resting feature is that this woman’s mother had this 
sease and it cleared after she reached the menopause. 
sie is now about 70 years old, and has not had any 
sions since the time of her menopause. 


Mycosis Fungoides. Reported by Dr. Frep Wise. 


H. G., a man aged 78, was presented before the New 
‘ork Dermatological Society on Dec. 21, 1943. 


DISCUSSION 


Dr. Eugene F, Traus: The diagnosis in this case 
as determined by microscopic examination, I believe, 
wut the patient also had a 4 plus Wassermann reaction. 
‘s | raised the question at the time of presentation as 
whether tertiary syphilis had been ruled out, is Dr. 
‘ise able to tell us at this time the outcome in this 
ase; 


Dr. FreD Wise: We do not know yet what the 
agnosis is. The clinical appearance a week after 
resentation was that of tertiary syphilis. Jessner and 
‘ms both thought it was mycosis fungoides because of 
‘sults of biopsy. I believe with Dr. Traub that the pa- 
‘ent has syphilis and not mycosis fungoides. Still the 
‘stologic observations are indeterminate, and further 
tudies will be required. 
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CHICAGO DERMATOLOGICAL SOCIETY 
H. Epert, M.D., President 
Marcus R. Caro, M.D., Secretary 
Dec. 15, 1943 


Lupus Erythematosus Disseminatus Subacutus. 
Presented by Dr. M. H. Expert and (by invitation) 
Dr. M. OTsuKA. 


M. C., a white woman aged 35, presents an eruption 
on the face, neck, chest, arms and hands. The first 
lesions appeared on the V of chest and the radial por- 
tion of each forearm in May 1943 after a sunburn. 
The lesions were itchy; they soon spread to the face. 
She has felt fairly well otherwise. Her appetite is 
good; she has lost no weight. Her fingers feel stiff 
when she awakens in the morning. 

She is married and has two children, aged 14 and 16 
respectively. There have been no miscarriages. There 
is no history of tuberculosis in her family. 

She has been under observation for four weeks. When 
first seen there was an almond-sized tender lymph 
node palpable at the exterior margin of the right pec- 
toralis muscle. The axillary and epitrochlear nodes 
were enlarged. The spleen was enlarged. 

The vitamin A level of the blood was half the normal 
value, but the carotene level was normal. The urine 
was normal on two occasions. On her admission to the 
hospital on November 18, examination of the blood 
showed 3,500 leukocytes, 82 per cent hemoglobin and 
4,080,000 erythrocytes. After one blood transfusion the 
leukocytes went up to 4,100 on December 2. The 
ascorbic acid level was decreased to 0.3 (normal 0.7 to 
1.4) mg. per hundred cubic centimeters. The non- 
protein nitrogen and blood sugar levels were normal. 
The albumin-globulin ratio was reversed. The Wasser- 
mann reaction was negative. The electrocardiogram 
was abnormal, but the cardiologist could not identify 
the lesion. On auscultation there were no abnormal 
sounds. The roentgenograms of the heart and the pul- 
monary fields were normal. 

The skin of the face is bright red and slightly in- 
filtrated, with sharply defined margins. There are 
similar changes on the V of chest and neck, but the 
skin is more mottled with slight atrophy. There are 
no lesions on the chin and the center of the forehead. 
The lips and mucous membranes are normal. The 
radial surfaces of the forearms are similarly marked. 
The lesions on the back of the hands have undergone 
partial involution. Her hair is scanty, and she has an 
area of erythema in the vertex that comes and goes. 
There is some residual scaling on the arms. Her tem- 
perature is usually up to 99 but at times to 101 F. 

The epidermis was atrophic. There was a moderate 
hyperkeratosis. The papillae were flattened, and the 
rete was reduced in places to three rows of cells. There 
was edema of the rete mucosa, and in places there was 
liquefaction necrosis of the basal layer. The sub- 
papillary layer of the corium was edematous and in- 
filtrated with many round cells. The capillaries and 
lymph spaces were dilated. The elastica was partially 
destroyed in this area. 

DISCUSSION 


Dr. S. RorHMAN (by invitation): It is interesting 
to note that the lesions are restricted to the exposed 
parts, with a rather sharp borderline. The patient 
volunteered the statement that the lesions developed 
after intense exposure to the sun. In 1 of my patients 
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with subacute disseminated lupus erythematosus, I found 
that ointments containing paraaminobenzoic acid gave 
complete protection against the provocative effect of 
sunshine. From this observation one may conclude that 
the provocative effect of sunshine in lupus erythema- 
tosus is due to the so-called “sunburn rays” or “erythema 
rays” in the region of 3,000 angstroms because para- 
aminobenzoic acid filters off only these rays. 

Dr. HAMILTON MontGoMERY, Rochester, Minn.: At 
the Mayo Clinic we have so far failed to obtain bene- 
ficial results from the use of penicillin in the treatment 
of lupus erythematosus. 

Dr. M. H. Esert: One interesting thing about this 
case was the character of the enlargement of the lymph 
nodes which is frequently present in persons with the 
disease and was in this patient. She had one rather 
large node under the pectoral muscle when we saw her 
a month ago, but it has now receded. She still has some 
adenopathy in the axillary folds. This lymphatic en- 
largement in acute, and subacute lupus erythematosus is 
frequently present. 

Another thing is that about five days ago she had a 
rather acute upset with fever. Her temperature was 
high and she felt sick. I do not believe that it was due 
to the epidemic of disease of the upper respiratory tract 
which seems to be present throughout the country. She 
had no respiratory symptoms. She was given two more 
blood transfusions and rapidly improved. I wonder 
how accurate I am in calling this woman’s disease sub- 
acute. She continues to have a little elevation of tem- 
perature, 99 and sometimes 100 F. Perhaps that should 
be classified as acute lupus erythematosus. 


Dr. S. RoTHMAN (by invitation): A lesion on the 
forearm shows definite atrophy, and therefore I believe 
the case should be classified as an instance of subacute 
disseminated rather than acute lupus erythematosus. In 
the lesions of the acute form one never sees atrophy 
developing. 


A Case for Diagnosis (Sarcoid?). Presented by 
Dr. A. W. STILLIANS. 


A housewife of Norwegian birth, aged 37, entered 
the City of Chicago Municipal Tuberculosis Sanitarium 
in January 1938, with a history of progressive loss of 
weight, dyspnea and persistent cough. <A diagnosis of 
pulmonary tuberculosis had been made and was con- 
firmed by physical examination, roentgen ray examina- 
tion and repeated cultivation of tubercle bacilli from the 
sputum. On entrance she had a scaly patch in the scalp 
near the vertex and another, not scaly, on the right 
side of the forehead, partly within the hair line. Both 
were violaceous red and were neither sensitive nor 
causing any discomfort. A biopsy from the lesion near 
the vertex showed a few groups of epithelioid and 
round cells with a few small giant cells. The lesion 
on the vertex was about 2 by 4 cm. and the one on the 
forehead slightly larger. Neither showed any palpable 
infiltrate. 

Her blood at this time was normal, about 70 per cent 
hemoglobin and a leukocyte count of about 4,500, with 
the different varieties in the usual proportions. The 
tuberculin tests elicited negative reactions. With mild 
treatment, consisting of application of ammoniated mer- 
cury ointment and of another ointment containing 5 per 
cent resorcinol, the lesions cleared, first becoming brown 
and then fading entirely. 

In April 1941 she had a recurrence of the eruption, 
which when seen in October of the same year presented 
a polycyclic patch 2.8 by 2 cm. above the external end 


of the right eyebrow and two very small macules § 
the hair line in the center of the forehead. Partly wit! 
the hair line on the left side of the forehead was 
macule 2 cm. in diameter. None showed any eleyatig 
above the level of the skin or any palpable infiltrat; 
they were sharply defined with smooth borders andj 
pale slightly brownish red. The blood at this tig 
contained 4,980,000 red blood cells, 80 per cent hen 
globin and 4,300 leukocytes. The sedimentation ti 
was within normal limits. This eruption cleared slo 
with administration of ammoniated mercury ointment. 

When seen a week ago there was a macule 4 cm 
diameter on the right side of the forehead within ¢ 
hair line. A second macule, 9 mm. in diameter, \ 
situated just below the hair line at the center of ¢f 
forehead and the third, 2 cm. in diameter, on the |@ 
side within the hair line. They were all violaceog 
dull red, the larger one being slightly brownish raf 
On the nape of the neck within the hair line and slig! 
below it, there is a slightly keratotic patch which it 
at times. It does not resemble the others. 


DISCUSSION 


Dr. S. W. Becker: This annular lesion is similjj 
to one | presented a year or two ago, with the peripher 
linear elevation and the atrophic center. Sarcoid is 1 
supposed to produce this destruction. In the patiafif 
there was definite atrophy in the center of the lesiq 
The microscopic section would, I think, warrant a diafi 
nosis of sarcoid. 

Dr. C. W. Fixnerup: If the sections bear out ti 
diagnosis of sarcoid, I believe that this diagnosis @ 
annular sarcoid is correct. I could not find the sectiod 

Dr. M. H. Epert: I think that Dr. Finnerud wil 
recall a patient of Dr. Ormsby’s, who is pictured in ti 
latest edition of the textbook, with annular sarcoid @ 
the forehead in the same area. His case was a du 
cate of that of the patient shown today. As I recall 
there was little atrophy in that case, which was 1 
sistant to treatment. 

Dr. Harry R. Foerster, Milwaukee: Dr. Stilliat 
presented two slides, one compatible with a diagn 
of lupus erythematosus and the other one favoring sai 
coid. It was my impression that the slide from ti 
patient with the lesion on the forehead was one ti 
presented a picture of lupus erythematosus. Is th 
correct? 

Dr. A. W. StTILLIANs: That is correct. 

Dr. Harry R. Foerster, Milwaukee: My thougill 
was that the lesions could be either erythema persta 
or lupus erythematosus, though they were not typ 
of either disease. They were not characteristic of ti 
telangiectatic type of lupus erythematosus, and th: 
were no follicular plugs or atrophy. 

As regards a diagnosis of erythema perstans, 
lesions were not pigmented, and though they were sal 
to have varied in color and in size from time to tin 
they never have been bright red, as is usual in lesioff 
due to medication. While the patient was in the tubel 
culosis sanatorium when the lesions appeared, no m 
cation was received. I favor a diagnosis of atypic 
lupus erythematosus. 

Dr. A. W. Stittrans: My personal opinion w! 
she had the lesion on the scalp was that it was lupt 
erythematosus. That cleared without atrophy. 

In regard to sarcoid, I doubted it because o! ¢ 
lack of infiltration. Dr. Sweany, the pathologist at ™ 
Municipal Tuberculosis Sanitarium, is strongly in 1av' 
of a diagnosis of sarcoid. That is borne out by ™ 
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monary changes, which were not those of an active 
verculosis. 


Dr. M. 


There were extensive fibrotic changes. 


H. Esert: Do you recall, Dr. Stillians, 
ther tubercle bacilli were ever demonstrated in this 


g. A. W. Stittrans: They were found on animal 
ulation after a number of efforts. It was difficult 
jemonstrate them. 


Case for Diagnosis (Lupus Erythematosus?). 
Presented by Dr. M. H. Expert and (by invitation) 
Dr. M. Otsuka. 


A., a white woman aged 25, presents an eruption 
the extremities. The first lesions appeared on the 
arm one year ago. No new ones have appeared 
the past three months. There is no subjective com- 
nt. The patient is married and has one child. She 
ars strong and healthy. There is no history of 
ication. 
There was nothing significant in the hematologic ex- 
vation. The Kahn reaction of the blood serum was 
ative. The blood chemistry was normal. 

he cutaneouus lesions are relatively few. They are 
metrically disposed on the upper and lower extremi- 

There are three types of lesions: One type con- 
‘of a split pea-sized maculopapule with a central, 

adherent scale and a pinkish rim; the second 

consists of a maculopapule 1 cm. in diameter with 
ightly scaly center and a depigmented periphery 
h is exaggerated by stretching the skin. On the 
ms there are a few match-head-sized flat-topped 
ies with a keratotic center and pinkish periphery. 
the thighs and dorsa of the feet there are a few 

which appear slightly atrophic. There are no 
ges in the nails and no significant changes in the 
» or on the mucous membrane. 


DISCUSSION 
x. S. ROTHMAN (by invitation): I did not see the 


tions, but the clinical picture certainly is compatible 
the diagnosis of chronic lupus erythematosus. 


rere is follicular plugging, and the lesions heal with 


ne atrophic scar. 


x. S. W. Becker: The sections could indicate either 

n planus or lupus erythematosus. When differen- 
tion rests between the two, the diagnosis usually turns 
‘to be lupus erythematosus. The woman did not 
m to be as ill as a person would be with lupus 
Some of the lesions were in the typical 
ition for lichen planus. I think that the diagnosis 
s between the two diseases. 


Dr. HAMILTON MontTGOMERY, Rochester, Minn.: This 
is similar to one which was presented by Dr. 
eary and Dr. Goeckerman at the meeting of the 
mesota Dermatological Society on July 10, 1926 
RCH. DERMAT. & SypuH. 15:93-95 [Jan.j 1927). Dr. 

msby, in the discussion of this case, remarked about 
numerous lesions resembling lichen planus. Origi- 


ay, this case was classified as one of disseminated 


is erythematosus. Since then my colleagues and I 
> had several patients with lesions resembling lichen 
‘nus, Which we have come to regard as a generalized 
id type of lupus erythematosus because in all of 
m, including the first, there has been an absence of 
‘stitutional or systemic manifestations and because 
ll of them the disease has run a chronic, rather 
course. The patient presented in 1926 when 
‘heard from, a few years ago, was alive and well. 


lent 
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It is my belief that in the absence of leukopenia or any 
systemic manifestation this patient’s case belongs in 
this group of cases of chronic generalized discoid lupus 
erythematosus simulating lichen planus but distinct from 
lichen planus and also that she should have a good 
prognosis. 

Dr. M. H. Epsert: We have observed this young 
woman for a considerable period. We are always 
puzzled about the diagnosis. When I first saw her | 
thought of lichen planus. Some of the lesions were 
annular, and I thought that the eruption might be 
atypical lichen planus. Another thought was that it 
might be syphilis, but the Wassermann test was repeated 
and the Kahn reaction was on different occasions in 
different laboratories, and all tests elicited negative 
reactions. This patient has some stigmas suggestive of 
congenital syphilis, but even if the disease were con- 
genital syphilis it would not make this a_ syphilitic 
eruption. 

Another thing I thought of was erythema nodosum, 
but the persistence of the lesions did not bear this out. 
We had two sets of sections, and I must confess that 
[ did not appreciate the fact that this could be an atypical 
lupus erythematosus. I thought it might be a toxic 
eruption of the erythema perstans type. I am willing 
to accept the diagnosis of lupus erythematosus of the 
discoid type, but I must say that it is an extremely 
unusual one. 


A Case for Diagnosis (Lupus Erythematosus?). 
Presented by Dr. Herbert RATTNER and Dr. 
MaurRIce Dorne. 


Mrs. E. F., a Negress aged 30, presents pigmented 
lesions on the face, arms and legs. The first lesions 
appeared on the extremities two years prior to presen- 
tation; the lesions on the face, six months later. They 
have persisted since the onset. The patient was ad- 
mitted to the medical ward because of arthritis of the 
right wrist and edema of the forearms, both of one 
month’s duration. There is a swelling of the left 
parotid area of one week’s duration. There is a history 
of articular pains in childhood and also during the past 
three years. She had scarlet fever in 1931. She has 
been taking “a blood medicine” for the past three 
years. 

There are sharply defined smooth flat hyperpigmented 
patches on the face and extremities, most of them of 
the size of a small coin. There is a small coin—sized 
reddened patch in the right buccal mucosa. Since her 
admission to the hospital the temperature has varied 
from 99 to 102 F. and the right parotid area has become 
swollen, but there have been no new cutaneous lesions. 
The heart is normal, the spleen and the edge of the 
liver are not palpable. The lymph nodes of the cervical, 
axillary and inguinal areas are moderately enlarged. 

The tuberculin test with a 1: 10,000 dilution elicited 
a negative reaction. On Nov. 6, 1943, the erythrocyte 
count was 3,730,000, the leukocyte count 8,150 and the 
differential count normal, and on November 30 there 
were 2,750,000 erythrocytes and 9,200 leukocytes. The 
sedimentation rate was 18 mm. in twenty-five minutes. 
The Kahn reaction was negative. The agglutinations 
with typhoid H and O bacilli were negative, positive 
at 1: 640 with paratyphoid A and negative with para- 
typhoid B. The chemical examination of the blood re- 
vealed: calcium, 8.95 mg. per hundred cubic centimeters ; 
mg.; phosphorus, 2.5 mg.; nonprotein 
albumin, 3.7 


ascorbic acid, 0.5 
nitrogen, 35 mg.; total protein, 7.1 mg.; 
mg., and globulin, 3.4 mg. 
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The urinalysis showed normal values aside from a 
trace of urobilinogen. On one occasion Streptococcus 
viridans was recovered from a culture of the blood 
and Bacillus coli and Staphylococcus albus from a cul- 
ture of catheterized urine. The results of stool culture 
were negative. The basal metabolic rate was —7 per 
cent, and the electrocardiogram gave a tracing of sinus 
tachycardia. Roentgenograms of the chest and of the 
hands were normal. <A test dose with 1 grain (0.065 
Gm.) of phenolphthalein failed to excite the cutaneous 
lesions. 

DISCUSSION 

Dr. E. A. Ortver: While there was not a great deal 
of evidence of lupus erythematosus on the skin, there 
was a definite patch of what apparently was lupus on 
the right buccal mucosa. I believe this is a case of 
lupus erythematosus. 

Dr. M. H. Expert: I saw the patient in the medical 
ward, just as Dr. Rattner did. The internist did not 
seem to have much idea about the diagnosis. She has 
arthritis and had had a low grade fever, and, I believe, 
the pigmented lesions on the body were considered an 
aftermath of the arthritis. I think, as Dr. Rattner does, 
that it is more apt to be lupus erythematosus, particu- 
larly because of the lesion on the buccal mucosa which 
Dr. Oliver mentioned. 

Dr. HERBERT RATTNER: We favored the diagnosis of 
lupus erythematosus because of the lesion in the mouth, 
the generalized adenopathy, the low ascorbic acid level 
in the blood serum and the abnormal albumin-globulin 
ratio. 


Lupus Vulgaris Improved by Internal Medication. 
Presented by Dr. A. W. STILLIANS. 

V. W., a Negro woman aged 25, entered the City 
of Chicago Municipal Tuberculosis Sanitarium in May 
1943, complaining of progressive loss of weight, weak- 
ness, cough and dyspnea on exertion for about a year. 
She also had a swollen and tender right ankle. 

The physical examination gave evidence of a quiescent 
pulmonary infiltrate. 

The blood pressure was 120 systolic and 80 diastolic, 
and the hemoglobin content 70 per cent (Dare). The 
hematologic examination showed 4,560,000 erythrocytes 
and 5,200 leukocytes, of which 64 per cent were poly- 
morphonuclears (stabs 7 per cent and segmented forms 
57 per cent), 20 per cent small lymphocytes, 9 per cent 
large lymphocytes and 7 per cent monocytes. The sedi- 
mentation rate was 22 mm. in thirty minutes. The 
Wassermann and Kahn reactions were negative. The 
Mantoux reaction to a 1: 1,000 dilution of old tuberculin 
was 1 cm. in diameter. Tubercle bacilli were not 
found in the sputum or in washings of the stomach on 
repeated tests. Inoculation of guinea pigs with sputum 
gave no infection (tuberculous). 

The roentgen examination of the chest showed “pro- 
nounced infiltration downward on the right side extend- 
ing into the base of the lung. It is apparently a medi- 
astinal process and is most likely tuberculous.” On 
examination of the throat, nodules but no papillomas 
were seen on the epiglottis. 

When I first saw her, on May 26, she had several 
small papules, dark brown and soft, on both lower eye- 
lids, the largest about 3 mm. in diameter and projecting 
about 2 mm. above the surface of the skin. On the 
upper rim of the left ear was a group of similar papules 
up to 5 mm. in diameter and as elevated as the others. 
Another group of similar papules was located on the 
edge of the left nostril and still another on the upper 


lip just below the nostril. On the external surface o; 
the left forearm just distal to the elbow were sever! 
flat nodules 5 to 8 mm. in diameter, darker broy, 
than those on the face, soft and only slightly elevated 
Under the diascope a few apple jelly spots were visibj, 

Histologic examination of a section from one of thes 
nodules showed a diffuse infiltrate of round ceils in the 
dermis, angular cells with large pinkish protoplasm, 
places these were arranged in loose groups. A tendenc 
was shown to group as small giant cells. One typica 
Langhans giant cell was seen. In the older part of tly 
process heavy bands of hyalinized connective tiss 
were seen, but no centers of caseation. No tuberclel 
bacilli were found directly or on culture. 

On June 23 treatment was begun with a sulfop 
drug related to promin (p,p’-diaminodiphenylsulfone-N 
N’-didextrose sulfonate). Soon after this cyanosis oj 
moderate degree was noted, but the treatment was co; 
tinued without other bad effect. Within a month 
decided improvement was seen in the eruption, flattening 
and shrinking. The leukocyte count decreased slow! 
and after three months of treatment had reached 3,50) 
the erythrocytes numbering 3,000,000. The treatment] 
was discontinued. By this time the papules on the ey 
lids had disappeared and the other lesions were mu 
less conspicuous. At present the groups on the ear,§ 
nose and upper lip are composed of tiny papules | to! 
2 mm. in diameter. 

The left ear shows a congenital deformity consisting} 
of three soft pedunculated projections like accessory | 
lobes in front of the center of the external ear and ty 
nodules with cartilage in closer to the auricle. 


DISCUSSION 

Dr. RusEN NoMLAND, Iowa City: I believe that t! 
differential diagnosis rests between sarcoid and lupus 
vulgaris, with the probability that it is sarcoid. T! 
biopsy was not typical of sarcoid as it is seen in Negroes 
but I thought that the lesions that were shown and t! 
location were typical of sarcoid. I believe that on 
should search further to see if other evidence of sarc 
can be found, particularly in the chest, and I think that] 
better sections need to be made. If the diagnosis is§ 
doubtful, a tuberculin test would help and possibly even] 
animal inoculation. 

Dr. C. W. FINNeERuD: I think that those were th 
sections I saw. They were better sections of lupus 
vulgaris than they were of sarcoid, but with the history | 
of lesions on the nose, eyelids and ears, I think the 
case falls into that group of cases of sarcoid that Dr 
Nomland described years ago. I should be in favor ot 
another biopsy under the circumstances. 

Dr. A. W. Stitit1ans: The lesions have changed 4 
great deal since treatment was begun. The point in 
favor of sarcoid is the negative tuberculin reaction 
but the pulmonary condition is a typical tuberculosis 
On three occasions cultures of the sputum were positive 
I thought this was a case of lupus vulgaris because 0! 
the hypertrophic and nonulcerating lesions on the nos¢ 
seen in Negroes. I thought that I found a few apple 
jelly spots. 


Cervical Herpes Zoster Asscciated with Bell’s 
Palsy. Presented by Dr. M. H. Esert and (by 
invitation) Dr. M. OrsuKa. 


A. B., a white woman aged 63, noticed an itchy and 
uncomfortable sensation on the right side of the nucha 
ten days ago. Later the area became painful. Tw 
days later reddish nodules appeared. Five days ag 
she noticed a peculiar sensation back of the right ear 
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ree days ago she awoke with palsy of the right 
the face. She experienced no dizziness, no tin- 
and no nausea. She had been well previous to 


e ¢ nset. 


« 


i the 


ad 


orehead. 


has palsy of the right side of the face involving 
It is impossible for her to close the right 
ind there is some lacrimation. On the right side 

nucha there are several small groups of match- 
sized bright red nodules. There is one group in 
ostauricular space and one inside the hair line. 
owest lesion is on the right clavicle. There are 


lesions in the auditory canal or on the mucous mem- 


Dr. 


of the mouth. 

DISCUSSION 
S. W. Becker: Recently I read in one of the 
ssiums at the Chicago Medical Society that Bell’s 
is due to the virus of anterior poliomyelitis. I 


jer whether this virus could produce herpes zoster. 


tot 


k after an attack of acute catarrhal fever. 


UTENANT A. H. SLepYAN (MC), U.S.N.R.: I 
n 18 year old recruit who presented the picture of 
ral herpes zoster of the face, which came on one 
On the 
ide of the face, one group of lesions followed the 
lary branch of the facial nerve; another group 


red along the course of the mandibular branch. 


ner 


he right side, the eruption appeared over the 
and postauricular branches, involving the 
pole of the ear. There were no associated 


lary 


ptoms. 


) 


HAMILTON MontTGOMERY, Rochester, Minn.: A 


months ago I saw a case of herpes zoster associated 


This combination is relatively rare. 
S. RorHMAN (by invitation): I should like to 
or an anatomic explanation of this association. 
fibers of the facial nerve do not pass through the 


Bell’s palsy. 


inal ganglion, which is the site of the pathologic 


ess in zoster. 


M. H. Evert: I do not presume that this case 


‘ested the other members as much as it did me. 
ave been particularly interested in herpes zoster, and 


ed with pain in the ear. 


se 


niculate ganglion zoster. 


years ago I presented a case of a woman physician 
the faculty of Rush Medical College who had 
palsy associated with zoster of the geniculate 
n. This is the type which Ramsey Hunt asso- 
Dermatologists do not see 


When 


patients because they go to the otologists. 


rash appears on the body the diagnosis is made of 


I hoped that was the diag- 
when I saw this patient the first time. On more 
il examination I had to change my ideas. It is 
ncommon for two levels of the cord to be involved 


zoster; so it is clearly possible to have the second 


third cervical associated with geniculate ganglion 


r but I do not believe this is a geniculate ganglion 


ster 


involvement of facial 


+ 


We had this woman examined by neurologists. 
told us that it was too deep in the bony canal 
sensation and two thirds of 


ngue on that side. The face is normal, and they 


ccided that the involvement was exterior to the bony 


ANG 


Mat t 
‘liable to involve the facial nerve. 


t see 


nt 


rese 


the type called Bell’s palsy due to cold, virus 
ion and what not. The possibility that Bell’s 
is due to a virus, I cannot discuss. It is possible 
he virus of zoster, just as the virus of poliomyelitis, 
On the other hand, 
med to me that it began centrally. If it began 


rally one would not have the present picture. If 
t began in the brain there would be paralysis of the 
sixth 


nerve involving the abducens nerve, which is not 
nt. The neurologists are of the opinion that the 
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paralysis is exterior to the cranium. Examination of 
the ear was made, and the audiogram showed perception 
of high and low tones the same on both sides; hence 
there was no involvement of the auditory nerve either. 
I think this is a coincidental observation, and I cannot 
associate it with a zoster virus. 


A Case for Diagnosis (Pemphigus Erythema- 
tosus?). Presented by Dr. S. RoTHMAN (by in- 
vitation). 


Z. H., a white woman aged 48, married, was pre- 
sented before this society on March 17, 1943, with the 
diagnosis of questionable pemphigus vulgaris. At that 
time she had a recent outbreak of large bullae on the 
trunk and extremities and a strongly positive Nikolsky 
The circinate lesions with superficially eroded 


sign. 


Fig. 1—Pemphigus erythematosus ? 


edges and with a tendency to serpiginous configuration, 
as seen today, had been present at that time for six 
months and have been present now for fifteen months. 
The majority of the members who discussed the case 
favored the diagnosis of pemphigus erythematosus. The 
possibility of pemphigus foliaceus was also mentioned 
(ArcH. Dermat. & SypH. 48:469 [Oct.] 1943). 

Since the first presentation the patient has been hos- 
pitalized. New bullae appeared and healed in the fol- 
lowing four months. After July 1943 no new bullae 
appeared. The whole surface of her body has been 
covered with the circinate figures with eroded edges, 
which at times show more tendency to spread and at 
times show good tendency to heal. Itching, at times 
exasperating, has always been present. The general 
condition has been fair throughout. 

The last microscopic examination was made five days 
ago. Similar to the earlier ones the sections showed 
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subacute dermatitis with secondary infection and inter- 
cellular ederna in the epidermis. The section is pre- 
sented. Bacterioiogic examination of the cutaneous 
lesions repeatedly yielded hemolytic Staphyloccocus 
aureus and a few diphtheroids. The Wassermann and 
Kahn reactions were negative. The urine did not con- 
tain pathologic constituents throughout the whole course 
of observation. There has been a leukocytosis, the 
count varying between 9,000 and 18,000 white blood 
cells. In the beginning of the period of observation the 
percentage of polymorphonuclear leukocytes was above 
80, of lymphocytes 16 and of eosinophils 2 to 3. Lately 
the polymorphonuclears dropped slightly, to around 70 
per cent, and the percentage of lymphocytes increased 
correspondingly. The number of eosinophils rose at 
times to 7 per cent. Detailed studies of blood chem- 
istry did not reveal abnormal values. 

Acetarsone (total dose 182 tablets of 0.25 Gm. each), 
sulfapyridine, sodium thiosulfate, calcium gluconate, 
ultraviolet irradiation and external applications of dif- 
ferent kinds did not influence the course or the itching 
noticeably. However, the permanent disappearance of 
bullae coincided with the administration of large doses 
of acetarsone. Lately, the patient has tolerated am- 
monia mercury ointments, and they seem to have 
some beneficial effect. Sulfur-containing ointments are 
not tolerated. Prolonged potassium permanganate baths 
have a subjectively favorable effect. 

DISCUSSION 

Dr. Harry Foerster, Milwaukee: I recall having 
seen this patient previously, and I favor a diagnosis 
of pemphigus erythematosus. The absence of bullous 
lesions during this long interval is a point against a 
diagnosis of true pemphigus vulgaris and also a recom- 
mendation of acetarsone therapy, which she has received 
during this time. 

Dr. HERBERT RATTNER: I am not certain of the 
diagnosis in this case but there is a history of “pem- 
phigus,” from which the patient has recovered, and 
she complains of intense burning and itching. In fact, 
she emphasizes the complaint of burning. The distri- 
bution of the lesions is generalized and symmetric with 
a tendency to grouping. I wonder if this may not be 
a form of Duhring’s disease, one of the severe types 
that Dr. O’Leary has discussed at former meetings. 

Dr. M. H. Exsert: I do not recall the history; has 
sulfapyridine been tried ? 

Dr. S. RorHMAN (by invitation): Suliapyridine was 
tried without effect. She was treated for a long time 
with the diagnosis of dermatitis herpetiformis. 

Dr. S. W. Becker: I presented a young Italian 
boy who had been at the Cook County Hospital with 
what was diagnosed as pemphigus foliaceus. He was 
very ill in the hospital for several months and ill at 
home for several months. When I first saw him he 
presented lesions similar to those seen in the patient 
shown today and vegetative lesions behind the ears. 
The disease cleared, and it was concluded that his dis- 
ease was an atypical dermatitis herpetiformis. I think 
that is what this woman has. 

Dr. M. H. Esert: Personally I believe the whole 
picture of erythema and infiltration on the face is that 
of a different disease. It is hard to reconcile it with 
a diagnosis of dermatitis herpetiformis. 

Dr. Epwarp A. OLiverR: This to me is not the 
picture of dermatitis herpetiformis. It is a more exag- 
gerated picture than that seen in Duhring’s disease. I[ 
believe that the case belongs somewhere in the cases 
of the pemphigus group, although it is not ordinary 
pemphigus. I should like to suggest that she be given 
vitamin D in large doses. 


Dr, S. RorHMAN (by invitation): I will follow p; 
Oliver’s suggestion and give vitamin D a trial. 

When I first saw this patient she had typical lesions 
of psoriasis on the elbows and knees. In addition, sy 
displayed the circinate erosions of the same type a; 
those seen today. After an observation of three months 
during which I was unable to make a diagnosis ang 
considered mainly dermatitis herpetiformis, large bulla 
and a strong Nikolsky sign suddenly developed. When 
she was presented here, pemphigus erythematosus a; 
pemphigus foliaceus were considered as possible diag 
noses. Bullae continued to develop for three month 
but she has not had any new ones since July 1943. Pos. 9 
sibly the bullous eruption was suppressed by the large} 
doses of acetarsone which were administered contip- 
ually at that time. The circinate and serpiginous lesjo; 
continue to appear, grow and disappear. Sulfapyridin: 
and dihydrotachysterol had no beneficial effect. 


Monilethrix. Presented by Dr. E. M. Smirn Je. 


A white girl aged 14 states that her hair was norma 
until she was 3 years old, when she had measles, At 
that time the hair became thin, with the greatest Joss] 
over the occiput. The hair has not returned appreciably 
since then. There is no history of disturbance of th 
hair in other members of the family. 

Examination shows a large diffuse loss of hair from! 
the scalp, and the remaining hairs have a definite” 
beaded formation, which can be easily determined by 
palpation with the fingers. Examination by long way 
ultraviolet rays showed the absence of fluorescence | 
common to fungous diseases. 

On examination the blood was essentially norma! 
The basal metabolic rate was + 7.5 per cent. 
cholesterol content was 170. 


DISCUSSION 

Dr. A. B. HENNINGSEN (by invitation): The micro-§ 
scopic appearance of the hairs suggests that one should’ 
consider a diagnosis of pili torti. It might be a good 
idea to examine the hairs with polarized light. 

Dr. M. J. Reuter, Milwaukee: I searched diligently! 
but could not make out beaded hairs, although Dr 
Smith assures me that they are present. The thing” 
that struck me was the presence of inflammatory pap-7 
ules of keratosis pilaris. Possibly this disease may be 
a manifestation of vitamin A deficiency. 

Dr. E. M. Situ Jr.: Vitamin A deficiency must] 
be thought of. In the specimen presented there was 
a great deal of beading of the hair. 


Alopecia Cicatrisata (Pseudopelade [Brocq]). Pre- 
sented by Dr. Davin V. OMENs and (by invitation) | 
Dr. Harotp D. OMENs. 


M. H., a woman aged 60, presents on the scalj 
involving the vertex, a general coin-sized patchy los: 
of hair with atrophy in the involved patches. 

There are epidermic cones plugging the hair follicles 
in scattered areas in the immediate vicinity. The eru 
tion has been present for nine months and is devo 
of any subjective sensations. The family history ' 
noncontributory. 


A Case for Diagnosis (Lupus Erythematosus 0! 
the Scalp?). Presented by Dr. Crark W. Fi 
NERUD. 

Mrs. A. M., aged 54, complains of loss of hair 
the crown of three months’ duration. There have bee 

no subjective symptoms. The general history was 0! 
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ysterectomy several years ago and that she takes 
x-lax for constipation. 
The examination shows alopecia of most of the 
there being only small areas where hair is 
nt. The scalp over the crown is atrophic and is 
ttled brown, red and yellowish white. Throughout 
area keratotic plugging of the follicle mouths is 
-esent, extending well into the temporal and parietal 
ions. There is no evidence of eruption on the face 


- ears, in the mouth or elsewhere. 

The Wassermann reaction was negative. Histologic 
tions showed conditions somewhat compatible with 
ous erythematosus, there being hyperkeratosis of the 
sratum corneum, keratotic plugging of the hair fol- 
les, slight epidermal atrophy in places and in places 
cht vacuolar degeneration of the basal cells. There 
sa rather dense cellular (large lymphocytes) infil- 
-tion of the corium, chiefly perivascular, perifollicular 


ad periglandular. 


DISCUSSION OF THE TWO PRECEDING CASES 


Dre. JAMES H. MircuHett: I did not see the sec- 
“ons but I had the impression that Dr. Finnerud’s 
tient has pseudopelade. On palpation the atrophy 
t like pseudopelade. The absence of characteristic 


sons on the face and about the ears seems to point 
that. 

Dr. S. W. Becker: I am sorry that I did not see 
e sections. I have had some patients for whom the 
ferentiation was between lupus erythematosus and 
seudopelade, and each time the disease turned out to 
« pseudopelade. 

Hamitton MontcoMery, Rochester, Minn.: I 
wree with Dr. Mitchell that Dr. Finnerud’s patient 
robably has pseudopelade, although I prefer the term 
olliculitis decalvans” because histologically there is 
sfammation about the base of the hypertrophic kera- 

ic hair follicles with liquefaction degeneration in 
these areas. There is no inflammatory reaction in the 
st of the dermis or epidermis, which, together with 
_ relative absence of inflammatory changes seen clini- 
jly, would speak against the diagnosis of lupus ery- 
thematosus. 

. M. H. Expert: I think that Dr. Finnerud’s pa- 
vent does not have pseudopelade because the arrange- 
ent of the atrophic areas is not of the type seen in 
sudopelade. I am more inclined to think of lupus 
rythematosus. It reminds me of cases you see for 
ears. Sometimes the follicles are more inflammatory ; 
then the erythema disappears, leaving atrophy. At one 
time one thinks that the disease is lupus erythematosus, 
nd at another time, pseudopelade. In this case, with 

keratotic plugging of the area involved, I rather 
‘avor a diagnosis of lupus erythematosus than follic- 
itis decalvans. 

Dr. James H. MitcHet_: The curving of the finger 
ups and the lesions over the crown strongly suggest 
seudopelade to me rather than lupus erythematosus. 
‘sually in such cases there will be one area with much 
more superficial scarring. 

Dr. Epwarp A. Ortver: The case presented by Dr. 
mens seemed to me to be a typical case of pseudo- 
the one presented by Dr. Finnerud I thought 
as a case of lupus erythematosus. 


H. M. Burey, Champaign, III. (by invitation) : 
i I understood correctly, the duration of the disease 

Dr. Finnerud’s patient was three months. I do not 
ink it is possible for lupus erythematosus to produce 
‘N atrophy as extensive as in this case in so short a 


pelade 
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time without showing clinical signs of inflammation. 
That may be seen, however, in pseudopelade. 

Dr. C. W. Frxnerup: Dr. Omens’ patient has 
pseudopelade. I saw the patient I presented for the 
first and only time one week ago. We performed a 
punch biopsy. We labeled the diagnosis sheet “pseudo- 
pelade” first and “lupus erythematosus” second. After 
seeing the sections, with the keratotic plugging and 
the character of the infiltrate, I could not imagine such 
a picture’s being produced histologically by pseudope- 
lade. From the history I should not even think of 
folliculitis decalvans. I presented the case with a ques- 
tioned diagnosis. I think that the disease is lupus ery- 
thematosus. 


A Case for Diagnosis (Superficial Glossitis). 
Presented by Dr. Herbert RATTNER. 


Mrs. S. H., aged 23, was admitted to the Gardiner 
General Hospital on Dec. 6, 1943, complaining of sore- 
ness of the tongue. Her present complaint dates back 
to 1938, and since then she has sought medical relief 
with but little success. At present the soreness of her 
tongue is not acute. It was only during her pregnancy 
three years ago that she had little or no trouble what- 
soever. Before being admitted to the Gardiner Hos- 
pital the patient was under the care of the dermatologic 
clinic of the University of Chicago. A telephone con- 
versation with Dr. Evangeline E. Stenhouse revealed 
that the biopsy report showed no unusual conditions 
and that by administration of riboflavin, nicotinic acid 
and vitamin C and psychotherapy the lesions of the 
tongue receded. 

The family history is essentially noncontributory. A 
review of her past medical history throws no light on 
her present complaint. Except for the lesions on the 
tongue, the physical examination revealed essentially 
normal conditions. 

The laboratory data were all within normal limits. 
The Kahn reaction was negative. Scrapings from the 
tongue cultured on Sabouraud’s medium yielded no 
fungi. 

The patient has received no therapy at this hospital. 

DISCUSSION 

Dr. EvANGELINE E. STENHOUSE: This patient has 
been under my care. She was referred by her own 
physician, who had given her large doses of vitamins 
both orally and by injection, and two series of injec- 
tions of mapharsen intravenously. She was also under 
observation at the dental clinic of the University of 
Chicago. Because of the fact that the tongue improved 
during pregnancy, she was given an estrogenic prepa- 
ration to apply locally. The patient states that the 
preparation makes her tongue feel more comfortable. 
When I first saw her, two or three months ago, the 
tongue was twice the size it is today and covered with 
large eroded areas. It was difficult for the patient to 
swallow and to eat. It has gradually improved, but 
new areas keep developing, such as is present on the 
right side of the tongue today. About three weeks 
ago she went west to be with her husband, and some 
physicians at the base hospital observed the area in 
the center of the tongue and told her that she had 
leukoplakia and should have radium treatment imme- 
diately. She came back here, and I assured her there 
was no leukoplakia. A biopsy from the center and 
from the area on the left side of the tongue showed 
superficial glossitis with erosion. 

Dr. S. RotrHMAN (by invitation): I should like to 
consider factitial erosions in the differential diagnosis. 
According to the history these lesions last for about 


| 
sus of 
| 
i air | 
ve beet | 
is nol | 


six weeks and then heal quickly. I do not know 
whether the patient is hysterical, but the history and 
the clinical picture suggest this possibility. 

Dr. L. F. Weser: I would suggest Moeller’s 
glossitis. 

Dr. HAMILTON Montcomery, Rochester, Minn: 
suggest the possible diagnosis of aphthous stomatitis 
and that food tests be made to ascertain whether or 
not the patient is sensitive to chicken, wheat or other 
substances, as is sometimes the case. I do not believe 
that this is a dermatitis factitia. Patients who are 
sensitive to foods may also have an associated ulcera- 
tive or erosive dermatitis of the uvula, but this is not 
necessary. 

Dr, Epwarp A. Otiver: I am inclined to agree 
with Dr. Ebert that there seems to be considerable 
atrophy of the tongue. It has persisted for a long time 
with remissions and exacerbations of the symptoms, 
and, as Dr. Weber has suggested, the diagnosis of 
Moeller’s glossitis should be considered. 

Dr. James H. Mitcuett: The lack of sensitivity 
was not in keeping with Moeller’s glossitis. 

Dr. M. H. Expert: It was my impression that this 
patient’s tongue looked exactly like that of a patient 
whom Dr. Ormsby has observed for years and who 
has what is known as Moeller’s glossitis, but that 
patient had a great deal of pain in the tongue at 
times. Does this woman suffer pain at times? 

Dr. EvaANGELINE E. SteNHOUSE: At first, for five 
or six months when the disease was acute, she had 
pain. 

Dr. M. H. Esert: I think that Dr. Fred Harris 
described the disease as producing pain. 

Dr. HERBERT RATTNER: [I saw this patient for the 
first time and for but a few minutes this morning. 
The eruption is an unusual one, and so I| thought it 
best to present her today, while there was the oppor- 
tunity. It seems that drugs as a source of the glos- 
sitis have been ruled out. The possibility of food 
sensitization, to my knowledge, has not been investi- 
gated, and I shall recommend such a study. I can 
recall 1 case in Dr. Pusey’s practice in which severe 
glossitis was due to eating oatmeal. The possibility 
that the disease might be an example of Moeller’s 
glossitis occurred to me, but I am not familiar with 
the entity. 


A Case for Diagnosis (Lichen Simplex Chroni- 
cus?). Presented by Dr. F. E. SENEAR, Dr. M. R. 
Caro and (by invitation) Dr. C. H. Srupen- 
RAUCH JR. 

M. B., a white man aged 53, has had an eruption 
for about twenty years which has persisted without 
much change. He does not complain of itching, and 
he denies that he rubs or scratches his skin. 

There are large patches on the face, sides of the 
chest, flanks, inner surface of arms and flexor surface 
of the forearms which are not sharply circumscribed. 
Within these areas the skin is thickened and dull red, 
with atrophy in the patches on the chest. During the 
period that he has been under our observation there 
has been no appreciable change produced in the der- 
matosis by the use of starch lotion, tar ointment or 
an ointment containing 40 per cent suliur. 

The examination of the blood showed 80 per cent 
hemoglobin, 3,950,000 erythrocytes and 7,500 leukocytes, 
with a differential count of 34 per cent lymphocytes, 
4 per cent monocytes, 60 per cent neutrophils and 
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2 per cent eosinophils. The urinalysis showed normajl 

conditions, The Wassermann and Kahn reactions \ere, 

negative. j 
Histologic examination of a biopsy specimen 


the left forearm showed acanthosis and edema oj th 
epidermis. In places the edema was pronounced. a; 
in one place a microscopic vesicle had ruptured. Ther 


was a dense cellular infiltrate in the upper part 
the corium composed largely of lymphocytes, w! 
places invaded the epidermis. There was a slight jn; 
trate about the deeper vessels. There were 
strands of elastic fibers present beneath the epidern 
but these fibers were missing from the infiltrated ar, 
and were fragmented deeper in the corium 

A biopsy specimen from the right flank showed ma; 
ballooned cells scattered throughout the epidermis, . 
cially in the basal layer, edema of the papillae. 
narrow horizontal layer of cellular infiltrate 
subpapillary zone containing many lymphocytes and 
tew eosinophils and a .densely packed mass of ¢ 
about a hair follicle. The elastic fibers were frag 
mented throughout the corium. 

DISCUSSION 

Dr. Hamitton Montcomery, Rochester, Mir 
This case is unique in my experience and the 
interesting one presented at this meeting. Ther: 
definite areas of telangiectasia, atrophy, and pigment 
tion on the trunk, which suggest poikiloderma or 
sibly acrodermatitis chronica atrophicans. The diffu. 
erythema of the face would fit in with either diseas 
The absence of lesions on the legs would not rule ow 
acrodermatitis chronica atrophicans. Most of the case 
reported in the literature as instances of poikilodern 
vasculare have proved on further observation t 
examples of beginning or end stages of various derma 
toses, from forms of lymphoblastoma to dermatom 
sitis, lupus erythematosus and lichen planus. Dr. Oli) 
some years ago emphasized this, as did Dr. Otto | 
ster. The sections show relatively little change it 
histologic appearance of the epidermis, and there 
no flattening of the rete ridges as in acrodermatitis 
chronica atrophicans. There is, however, a definit 
border zone between the epidermis and the infiltrat 
and the cutis, which suggests an acrodermatitis. Thi 
is against the diagnosis of poikiloderma, in which 
dition liquefaction necrosis of the epidermis is usual 
seen. I believe this case warrants further observatio 
and further histopathologic studies before a definit 
diagnosis can be made. 

Dr. M. H. Epert: I was so struck by the poikil 
derma-like character of the lesions that I thought 
the possibility of lymphoblastoma, but I think that the 
long duration rules against it. I should like to hea: 
Dr. Oliver discuss this case, in view of the fact that 
he had a patient who had the poikiloderma lesions ior J 
a considerable period. 


Dr. Epwarp A. OLiver: While there may be some J 
superficial resemblance in this case to my case of my- 
cosis fungoides with poikiloderma-like symptoms, | 4 
not believe that this case belongs in that group 
cases. In none of the patches is there the telangiec- 
tasia, atrophy and other symptoms observed in that 
group. 

Dr. M. R. Caro: This case was also puzzling t 
us. Clinically we considered all of the diseases men- 
tioned as well as pityriasis rubra pilaris in the differ- 
ential diagnosis. The histologic picture is not diagnost! 
for any dermatosis with which I am familiar. W 


> ¢ 


have been unable to come to any definite conclusion 
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Milroy’s Disease. Presented by Dr. E. M. SmitH Jr. 


A white man aged 22 has a chronic hypostatic edema 

: both lower extremities which has been present since 
The edema does not pit and can be reduced by 

eyation of the legs or a prolonged stay in bed. The 

ing is a little more noticeable in summer than in 

iter and is not made worse by exercise. Several 

‘the toes show papular excrescences which appeared 
age of 12 years. 


7Q 


mother has a similar condition of the lower 
tremities, which the patient states is proportional in 
gree to his own. His only brother’s legs and ankles 
iormal, and there is no trace of this disturbance 
back as his mother’s great grandparents. 
The roentgenographic examination showed no abnor- 
| conditions. 
DISCUSSION 
WittrAM A. ROSENBERG (by invitation): The 
reminds me of one I reported some time ago 
DERMAT. & SypH. 42:1113-1121 [Dec.] 1940) 
Northwestern University. The patient came to 
clinic complaining of swelling and edema of her 
t. The examination further revealed a congenital 
rrabismus with amblyopia of the left eye, dystrophy of 
hair and absence of several teeth. I reported her 
as an instance of Milroy’s disease associated with 
genital anomalies. 
Dr. E. M. Smiru Jr.: I wonder what would happen 
ne were to remove some of the excrescences on the 
s, whether it would produce oozing or not. 


Circumscribed Scleroderma. Presented (by invita- 
tion) by Dr. S. RorHMAN and Dr. Z. FELSHER. 


W., a 25 year old machinist, first noticed three 


rk spots” in the left lower abdominal quadrant 
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about five years ago. These lesions slowly enlarged 
and became confluent. Six months after the onset he 
noted a similar lesion in the upper part of the left 
axilla. Later several other patches appeared on the 
trunk and extremities. Within the past few months, 
the patient had complained of general “muscle cramps,” 
which are immediately relieved on motion and appear 
while he is at rest. 

There is a sharply circumscribed large lesion of firm 
elastic consistency in the left lower quadrant of the 
abdomen, which ends sharply in the midline. Within 
this firm area there are hyperpigmented patches and 
pigmented atrophic spots, both devoid of follicular pores 
and hair. A similar but smaller oval area with a viola- 
ceous border is present on the left lower anterior part of 
the chest. Others are seen in the left axilla, right lower 
part of the chest, scapular regions, inner aspect of the 
right arm, back, and left thigh. There is no itching, and 
no pain is present in these lesions. The segmentary 
arrangement is conspicuous. The patient has an occu- 
pational oil acne. The basal metabolic rate was —7 
per cent. The sedimentation rate was 13 mm. The 
Kahn reaction was negative. The examination of the 
blood yielded normal values. 


Dr. CLEVELAND J. Wuite: At the last meeting Dr. 
Rothman asked about the results of bismuth therapy 
in some cases of scleroderma. I have had 2 patients 
with localized scleroderma who have done well with 
such therapy. Before treatment they looked like the 
patient presented today. I think that bismuth prepa- 
rations are worth trying. 

Dr. S. RorHMAN (by invitation): The little girl 
suffering from linear scleroderma whom I presented 
two months ago has improved considerably since she 
has received injections of a bismuth preparation. 


Book Reviews 


A Synopsis of Clinical Syphilis. By James Kirby 
Howles, B.S., M.D., M.M.S., Professor of Derma- 
logy and Syphilology at Louisiana State University 
School of Medicine. Price $6. Pp. 667, with 121 
illustrations and 2 color plates. St. Louis: The 
C. V. Mosby Company, 1943. 


This well bound booklet has a convenient size of 714 
5 inches (17.5 by 12.5 cm.) and is printed in easily 
adable type on good glossy paper. The material is 
vided into three sections. The first section has nine 
pters and deals with general considerations of 
philis. It contains material on the diagnosis, prog- 
sis and treatment of acquired syphilis. Section II 
in twelve chapters with syphilis of the various 
‘gans and systems. Section III has four chapters, on 
‘ie epidemiology of syphilis, on syphilis and pregnancy, 
ngenital syphilis and on organization of a syphilis 


relatively small book the whole field of 
yphilis is thoroughly treated; there is also included 


T 
In the 


discussion and appraisal of recent subjects, such as 
massive arsenical therapy. In regard to the latter sub- 
ject, the author shares the opinion of those investigators 
who consider this method of treatment to be still in the 
experimental stage; he states that it is still too early 
to determine the end results of treatment as well as all 
the dangers of this method, “which obviously are greater 
than those of the standard method of treatment.” He 
considers the publicity given to massive arsenotherapy 
in the lay press as unfortunate and agrees with the 
writers who criticize it adversely. 

On several occasions the author stresses the point 
that the treatment of all types of syphilis should be 
based first of all on the treatment of the patient and 
not of the disease. This point of view is the right one 
and is of such importance that in the opinion of the 
reviewer it cannot be often enough emphasized. 

The author has succeeded in writing a synopsis of 
the whole field of clinical syphilis in a clear and brief 
way. It can be heartily recommended to the general 
practitioner as well as to the dermatosyphilologist. 
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INTERNATIONAL 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY 
AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., 
Chicago. 
Paul A. O’Leary, Secretary-General, 102-2d Ave. S. W., 


Rochester, Minn. 
Place: New York. Time: Postponed indefinitely. 


Pan AMERICAN MEDICAL ASSOCIATION, SECTION OF 
DERMATOLOGY AND SYPHILOLOGY 
J. J. Eller, President, 745—-5th Ave., New York. 
Austin W. Cheever, Secretary, 464 Beacon St., Boston. 


FOREIGN 
BritisH ASSOCIATION OF DERMATOLOGY AND 
SYPHILOLOGY (CANADIAN BRANCH) 
G. S. Williamson, 263 McLaren St., Ottawa, Ontario. 
S. E. Grimes, Secretary-Treasurer, Medical Arts Bldg., 
Ottawa, Ontario. 


Hawatt DERMATOLOGICAL SOCIETY 
James T. Wayson, President, Territorial Office Bldg., 
Honolulu. 
Jr., Secretary, 881 Young St., 


Harry L. Arnold 


Honolulu. 


Royat Society OF MEDICINE, SECTION OF 
DERMATOLOGY 
A. C. Roxburgh, President, 121 Harley St., London, 
W. 1, England. 
E. W. Prosser Thomas, Secretary, 27 Selwyn Court, 
Church Road, Richmond, Surrey, England. 
SocteDAD MEXICANA DE DERMATOLOGIA 
Jorge Millan Gutiérrez, President, Mexico, Mexico. 
Pedro Daniel Martinez, Secretary, Zacatecas 220-6, 
Mexico, Mexico. 


NATIONAL 
AMERICAN MeEpbICAL ASSOCIATION, SCIENTIFIC 
ASSEMBLY, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 

Clyde L. Cummer, Chairman, 1422 Euclid Ave., Cleve- 

land. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., 

Los Angeles. 


AMERICAN ACADEMY OF DERMATOLOGY AND 
SyYPHILOLOGY 
George M. MacKee, President, 999-5th Ave., New York. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, 
NY. 


AMERICAN Board OF DERMATOLOGY AND 
SYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York. 
George M. Lewis, Secretary-Treasurer, 66 E. 66th St.. 
New York. 


* Secretaries of dermatologic societies are requested 
to furnish the information necessary for the editor to 
make this list complete and to keep it rp to date. 


Directory of Dermatologic Societies * 


/ 


AMERICAN DERMATOLOGICAL ASSOCIATION 

Fred D. Weidman, President, Medical Laboratorie; 
University of Pennsylvania, Philadelphia. 

Harry R. Foerster, Secretary, 208 E. Wisconsin Aye 
Milwaukee. 


Society FOR INVESTIGATIVE DERMATOLOGY 
Henry E. Michelson, President, 715 Medical Arts Bldg 
Minneapolis. 
S. William Becker, Secretary, 55 E. 


Chicago 2. 


Washington 


SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
Frank R. Menagh, President, Henry Ford Hospital 
Detroit. 
C. E. Reyner, Secretary-Treasurer, Henry Ford Hos 
pital, Detroit. 
Place: Detroit, 1945. 
MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 
Lawrence C. Goldberg, Secretary-Treasurer, 623 Doc- 
tors Bldg., Cincinnati. 
Place: Chicago. 
New ENGLAND DERMATOLOGICAL SOCIETY 
Jacob H. Swartz, President, 371 Commonwealth Ave. 
Boston. 
Francis M. Thurmon, Secretary, 520 Commonwealth 
Ave., Boston. 


NORTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 
John Kiley, President, 94 Park St., Montclair. 
Henry Abel, Secretary, 339 Union Ave., Elizabeth. 
Place: Academy of Medicine of Northern New Jersey, 
Newark. Time: Third Tuesday of March, April, 
October and December. 
SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 
Howard Hailey, Chairman, 107 Doctors Bldg., Atlanta, 
Ga. 
A. H. Lancaster, Secretary, P. O. Box 585, Knoxville, 
Tenn. 
SouTHERN MEDICAL ASSOCIATION, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
Clinton W. Lane, Chairman, Metropolitan Bldg., St. 


Louis, Mo. 
Francis A. Ellis, Secretary, 8 E. Madison St., Baltimore 


SOUTHWESTERN DERMATOLOGICAL SOCIETY 
Louis Jekel, President, Professional Bldg., Phoenix, 
Ariz. 
George K. Rogers, Secretary, Grunow Memorial, 
Phoenix, Ariz. 


STATE 
CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC 
ASSEMBLY, DERMATOLOGY AND 
SYPHILOLOGY SECTION 
Irving R. Bancroft, Chairman, 1052 W. 6th St., Los 


Angeles. 
Chris Halloran, Secretary, 1052 W. 6th St., Los Angeles 


ConNECTICUT STATE MEDICAL Society, SECTION 
ON DERMATOLOGY 
Harry Bailey, Chairman, 242 Trumbull St., Hartford 
Louis O’Brasky, Secretary, 1172 Chapel St., New Haven 
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FrornipA SOCIETY OF DERMATOLOGY AND SYPHILOLOGY 
Frank Wilson, Chairman, 415 Greenleaf Bldg., Jack- 
sonville, Fla. 
esley W. Wilson, 
Tampa, Fla. 


Secretary, 322 Citizen's Bldg., 


LOUISIANA DERMATOLOGICAL SOCIETY 

T. Van Studdiford, President, 912 Pere Marquette 
Bldg., New Orleans. 

\. Oriol, Secretary-Treasurer, 921 Canal St., New 
Orleans. 

MASSACHUSETTS MEbDICAL SocreTy, SECTION ON 

DERMATOLOGY AND SYPHILOLOGY 

n G. Downing, President, 520 Commonwealth Ave., 
Boston. 
Marshall 
Boston. 


Crawford, Secretary, 1101 Beacon St., 


MEDICAL SOCIETY OF THE STATE OF NEW YORK, 
SecTION ON DERMATOLOGY AND SYPHILOLOGY 
H. Peachey, Chairman, 197  S. Goodman St., 
tochester, N. Y. 
\V. Abramowitz, Secretary, 853-7th Ave., New 


SOCIETY OF THE STATE OF PENNSYLVANIA, 
SECTION ON DERMATOLOGY 
500 Penn 


MEDICAL 


rnhard A. Goldmann, Chairman, Ave., 
Pittsburgh. 


{, A. Pettler, Secretary, 1319-8th Ave., Beaver Falls. 


Micu1GAN STATE MeEpIcAL SociETy, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


\illiam G. Wander, Chairman, 504 Kales Bldg., Detroit. 
ith Herrick, Secretary, 607 Medical Arts Bldg., Grand 


Rapids 2. 


MINNESOTA DERMATOLOGICAL SOCIETY 


s. E. Sweitzer, President, 825 Nicollet Ave., Min- 
neapolis. 

Harry A. Cumming, Secretary-Treasurer, 419 Medical 
\rts Bldg., Minneapolis. 


First Friday in January, April, July and October. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


n H. Lamb Jr., President, Medical Arts Bldg., 
/klahoma City. 
M. Wickham, 


Orman. 


Secretary, 716 W. Symmes St., 


TEXAS DERMATOLOGICAL SOCIETY 
Lewis Pipkin, President, 705 E. Houston St., San 


incan O. Poth, Secretary-Treasurer, 414 Navarro St., 
San Antonio. 
LOCAL 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Kk. Pels, Chairman, 1010 St. Paul St., 
(Ginsburg, Secretary-Treasurer, 1800 N. 
‘t., Baltimore. 
‘lace: Alternate cities. 


3altimore. 
Charles 


Time: Third Thursday of each 


3RONX DERMATOLOGICAL SOCIETY 
David Bloom, President, 135 E. 50th St., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
Fourth Thursday of each month from October 
lay, inclusive. 


DIRECTORY 


BrooKLyN DERMATOLOGICAL SOCIETY 

David M. 1589 Ocean Ave., 
Brooklyn. 

Nathan Pensky, 

Time: Third Monday of each month except June, July, 
August and September. 


Davidson, President, 


Secretary, 2069-85th St., Brooklyn. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
James W. Jordon, President, 471 Delaware Ave., Buffalo. 
Frank A. Dolce, Secretary-Treasurer, 468 Delaware 

Ave., Buffalo. 


CENTRAL NEW YorRK DERMATOLOGICAL SOCIETY 
Albert Van Vranken, President, 1565 Union St., Sche- 
nectady. 
Maxwell C. 
hampton. 


Snider, Secretary, 106 Oak St., Bing- 


Cuicaco DERMATOLOGICAL SOCIETY 
Lester M. Wieder, President, 208 E. Wisconsin Ave., 
Milwaukee, Wis. 
Marcus R. Caro, Secretary-Treasurer, 25 E. Washing- 
ton St., Chicago. 


CINCINNATI SOCIETY OF DERMATOLOGY AND 
SYPHILOLOGY 

Harry L. Claasen, President, Provident Bank Bldg.. 
Cincinnati 2. 

R. G. Senour, Secretary-Treasurer, 937 Carew Tower, 
Cincinnati 2. 

Place: Cincinnati. Time: First Wednesday of each 
month, except July, August and September. 


CLEVELAND DERMATOLOGICAL SOCIETY 
Harley A. Haynes, President, 175 S. Main St., Akron, 
Ohio. 
G. W. Binkley, Secretary, 10515 Carnegie Ave., Cleve- 
land. 
Time: Fourth Thursday of each month from September 
to May, inclusive. 


DetrROIT DERMATOLOGICAL SOCIETY 


Frank R. Menagh, President, Henry Ford Hospital, 
Detroit. 
C. E. Reyner, Secretary-Treasurer, Henry Ford Hos- 


pital, Detroit. 


Kansas City (Mo.) DERMATOLOGICAL SOCIETY 
C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Bldg., 
Kansas City. 


Professional 


Los ANGELES DERMATOLOGICAL SOCIETY 
A. Fletcher Hall, President, 710 Wilshire Blvd., Santa 
Monica, Calif. 
Clement E. Counter, Secretary, 117 E. 
Beach, Calif. 


8th St., Long 


Time: Second Tuesday of each month, October to 


May, inclusive. 
MANHATTAN DERMATOLOGIC SOCIETY 
George M. Lewis, Chairman, 66 E. 66th St., New York. 


Wilbert Sachs, Secretary, 6 E. 85th St., New York. 
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METROPOLITAN DERMATOLOGICAL SOCIETY 
Royal M. Montgomery, President, 57 W. 57th St., New 
York 19. 
James Lowry Miller, Secretary, 371 Park Ave., New 
York 22. 


MONTREAL DERMATOLOGICAL SOCIETY 
Paul Poirier, President, 456 Sherbrooke St. E., Mon- 
treal, Canada. 


Alphonse Bernier, Secretary, 3995 St. Denis St., 
Montreal. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMAT@LOGY AND SYPHILIS 
Harry C. Saunders, Chairman, 159 W. 87th St., New 
York. 
Frank Vero, Secretary, 1070 Park Ave., New York. 


New York DERMATOLOGICAL SOCIETY 
H. J. Schwartz, President, 100 Central Park W., New 
York. 


George C. Andrews, Secretary-Treasurer, 115 E. 6lst 
St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 
Donald J. Wilson, President, 1113 Medical Arts Bldg., 
Omaha. 


Leonard J. Owen, Secretary-Treasurer, 954 Stuart 
Bldg. Lincoln, Neb. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Carmen C. Thomas, Chairman, 1930 Chestnut s; 
Philadelphia. 

Reuben Friedman, Secretary, 877 N. 6th St., Phila 
delphia. 

Time: Third Friday of every month except June, July | 
and August. 


PitTsBURGH DERMATOLOGICAL SOCIETY 


M. F. Pettler, President, 1319-8th Ave., Beaver Falis 
ra. 

Frederick Amshel, Secretary, 3401 Fifth Ave., Pitts. 
burgh. 

Time: Third Thursday of every month except July} 
and August. 


St. Lours DERMATOLOGICAL SOCIETY 


Clinton W. Lane, President, Metropolitan Bldg., S; 
Louis. 

Joseph Grindon Jr., Secretary-Treasurer, 323 Lister 
Bidg., St. Louis. 

Place: Barnard Free Skin and Cancer Hospital. 

Time: 8 p. m., third Monday of each month. 


San FRANCISCO DERMATOLOGICAL SOCIETY 


Arne E. Ingels, President, 490 Post St.. San} 
Francisco. 

Ervin Epstein, Secretary-Treasurer, 1904 Franklin St 
Oakland, Calif. 

Time: Third Friday of February, April, September an 
November. 
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INDICATIONS 


1, Detergent in dermatologic disease ... 2. Detergent for soap- 
irritable skin... 3. Removal of excessive natural and residual 
medicinal oil and grease from skin, scalp, and hair... 4. Soap- 
less surgical scrub-up ... 5. Management of acne vulgaris. i DETERGENT 


(Non-Lathering) 


Distributed for NATIONAL OIL PRODUCTS CO. by oe 
RARE CHEMICALS, INC., Harrison, N. J. 


In the Pacific and Mountain States area by 
GALEN COMPANY, Berkeley 2, California 


ACIDOLATE 


OR CONDITIONS BENEFITED BY A SOAPLESS REGIMEN — 
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WHY YOU MUST SAVE 
ALL KINDS OF PAPER... 


Each month, 35,000,000 V-boxes go overseas 
to the armed forces. It requires 81 tons of 


Your corrugated car- 
tons and cardboard 
boxes can go into 
blood plasma contain- 
ers—if you make sure 


they're collected. 


supplies a month to send 
a soldier overseas and 
these supplies are all 
wrapped or tagged with 
paper. 

Blood plasma is need- 
ed for treating the thou- 
sands of wounded and 
sick left in the wake 
of war. Every precious 
blood plasma is wrapped 
in corrugated paper and 


boxed in a heavy brown paperboard container. 


Civilian use of paper and paperboard prod- 


Your old newspapers 
can help speed the re- 
turn of the nation to 
peacetime pursuits— 
if you make sure they're 
collected. 


EVERY SCRAP OF EVERY KIND OF WASTE PAPER 


ucts has been seriously 
curtailed to meet all mil- 
itary demands for these 
products. Before normal 
civilian needs can be met 
again, thousands of tons 
of waste paper will be 
needed by the mills. 


Industry’s conversion to peacetime produc- 
tion and the demobilization of the armed forces 
will require vast supplies of paper. 


IS NEEDED TODAY 


U.S. VICTORY WASTE PAPER CAMPAIGN 


bottle of life-saving 


Your wastebasket 
scraps can help supply 
the needed wrapping 
and packaging materi- 
als—if you make sure 
they are collected. 


\ 


Your old magazines 
and books can help 
meet present vital 
needs—if you make 
sure they're collected. 


SAVE SOME BOYS LIFE 
PAPER 
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PENICILLIN 


Library 


WINTHROP CHEMICAL COMPANY, INC 


sket 
pply 
ping 
iferi- 

sure 


TWO SERIES NOW AVAILABLE 


ving 


@ We will gladly send (gratis) to physicians a copy of 


two handsomely printed booklets on Penicillin. These 
constitute a highly informative and up-to-date anno- 
tated bibliography with supplemental references and 
cumulative author and subject indexes. 


The entire production of Penicillin is currently under 


ines 

elp Government allocation. A substantial portion is being 

_ released for civilians. Through increased production 

ted. Winthrop has helped to meet the great need for 
Penicillin. 

duc- 

rces 


WINTHROP cuemicat company, inc. 


Pharmaceuticals of merit for the physician NEW YORK 13, N. Y. « WINDSOR, ONT. 
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Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 

tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make nonaallergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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In the treatment of PRURITUS ANI and VAGINAE 


Un3uentum IS O-PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While the condition may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


BACTERICIDAL, FUNGICIDAL 


STIMULATING, LOCAL ANESTHETIC, 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS of 


the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% ISO-PAR (14 parts Paraffinic 
Acids, Ce to Cis, Av. Mol. Wt. 174, modified by 3 parts Mixed 1-Hydroxy-3-Octyl-N, 
N’-Dimethyl-Benzylamine Salts of Paraffinic Acids, i. e., Iso-Octyl-Hydroxy-Benzyl- 
Dimethyl-Ammonium-Paraffinate), held in suspension in a base consisting of Lanolin, 
Petrolatum, Titanium Dioxide, Beeswax, Cetyl Alcohol and Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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Tithonus 


T IS told that Aurora, goddess of 
the Dawn became enamoured with a 
mortal, the beautiful, young Tithonus 
and married him. As the years passed, 

to her great mortification the hair 
of Tithonus grew thin and gray, and 
his steps tottering. Unable longer 

to bear the sight, Aurora in 
desperation, turned him into a 
grasshopper. Blame the god Jupiter 
for the whole thing: he had granted 
him immortality as a wedding gift 
but forgot to include perpetual 
youth. We are not told what strange 
things this poor man did to fight 
off the appearance of age but can well 
imagine. Someone forgot to tell him 
that cleanliness is akin to godliness, 
and of all things used to clean the 
skin CREAM OF SOAP* approaches 
close to the ideal. 


We would like you to know about 
CREAM OF SOAP* Skin Cleanser, doc- 
tor. This white, soft colloidal cream has 
close to the pH of living tissue—surely a 
sensible idea. It readily wets the skin, 
adsorbing insoluble soot and skin debris 
as well as oil and water—soluble soil. It 
is virtually non-irritating, even when the 
skin is sensitive, irritated or disturbed. 
It can be of great value to you and your 
patients. Samples of CREAM OF SOAP* 
will be sent on request. Address Personal 
Luxuries Co., 55 West 16th Street, New 
York 1], N. 

* Registered U. S. Pat. Off. 
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For 
clean 


ou HAVE undoubtedly told 

many of your patients that 
a clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 


Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 
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THE STRIKING ANTIBACTERIAL ACTION OF 


PENICILLIN 


These photomicrographs, taken with the powerful new 
RCA electron microscope at a magnification of 38,000 
diameters, dramatically reveal the striking bacteriolytic 
action of Penicillin. 

The first photomicrographs of Penicillin’s action to be 
taken with the RCA electron microscope, the one on the 
left shows organisms from an untreated culture of 
Staphylococcus aureus, while that on the right shows 
the virtually complete dissolution of these organisms 
after the addition of Penicillin. 

The discovery, production, and clinical evaluation of 
this remarkable chemotherapeutic agent constitute a 
signal advance in medicine’s relentless warfare against 
disease. 

As a pioneer in Penicillin research, development, and 
large-scale manufacture, Merck & Co., Inc. will continue 
to expand production, with the objective of supplying 
adequate quantities for civilian medical needs, as well 
as for our Armed Forces. 


MERCK 


PENICILLIN 


A Signal Advance 
in Chemotherapy 


MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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* VIOBIN WHEAT GERM 
Natural B-Complex and High Quality Protein 


IOBIN, defatted, wheat germ, is among the richest of all protein foods 
(39%), of biologic quality equal to animal protein; an excellent 
natural source of the B-Complex. It is fully prepared, ready to use, and of 
palatable, nutty flavor. .. . VioBin is perfectly stable and will not become 
rancid or deteriorate. . . . Two tablespoonfuls daily can well bring the 
average diet to optimum levels. . . . Literature and 
sample on request. . . . VioBin, Monticello, Ill. 


VITAMINS (per 100 grams) 


Thiamine 3.3 mg. Choline (chloride) 423 mg. 
Riboflavin 0.8 mg. Folic acid good source 
Niacin 6.9 mg. 


Pyridoxine 1.5 mg. S 
Pantothenic acid 3.5 mg. 

Inositol 2.50 mg. Wie 
Biotin 0.05 mg. 


Detection of the Gonococcus 


The remarkable efficiency of the cultural method for diagnosis of gonococcal 
infections has established the superior accuracy of this procedure over the microscopic 
technic. 

Bacto-Proteose No. 3 Agar, enriched with an autoclaved solution of Bacto- 
Hemoglobin to form chocolate agar, is recommended for the cultural detection of 
Neisseria gonorrhoeae. 

Proteose-Peptone No. 3, the essential nutriment in Bacto-Proteose No. 3 Agar, 
is recommended for use with sodium chloride as the diluent for suspending the 
exudate prior to inoculation on plates of chocolate agar. 

Bacto-Hemoglobin is the preferred enrichment for use in chocolate agar. It is 
readily soluble in water and is sterilizable in the autoclave. 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 


INCORPORATED 
DETROIT, MICHIGAN, U.S. A. 
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OWILA 


A SOAPLESS DETERGENT 
IN CONVENIENT 
CAKE FORM 


GAKE contains louryl 


_sulfoacetate diluted in bentonite. 


The pH approximates that of nor- 


_ mal skin. It is free of all perfume. 


LOWILA CAKE is non-irritating, 
only mildly defatting and of low 
sensitizing index; cleanses the 


skin as satisfactorily as soap aa 


SUGGESTED as a LATHERING 


SKIN DETERGENT in all condi- 
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SENSITIVE, 
Chapped 
Skin 


OUR patients who have sensitive skins especially affected by 


chapping during the winter months may need emollient creams 
and lotions to help restore oils lost through exposure. Marcelle hypo- 
allergenic Cosmetics are excellent beauty aids for sensitive, chapped 


skin. 


Known irritants have either been removed or reduced to a minimum 
in the production of Marcelle hypo-allergenic Cosmetics. Many 
physicians recommend Marcelle hypo-allergenic Cosmetics for patients 
with sensitive skins, and prescribe them as a routine precaution in 


cases of skin disorders. 


Marcelle hypo-allergenic Cosmetics have been accepted for adver- 


tising in publications of the American Medical Association for 13 


years. 


Write for professional samples and a formu- 
lary booklet specifying ingredients of Marcelle 
Cosmetics. 


MARCELLE COSMETICS, Inc. 
1741 North Western Ave., Chicago 47, IIl. 
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